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2Abstract
Background: Burn injuries most often result from catastrophic events, leaving
the individual with multiple impairments that require intensive and extensive medical
treatment and rehabilitation (Elsherbiny, Salem, El-Sabbagh, Elhadidy, & Eldeen,
2011; Kornhaber, Wilson, Abu-Qamar, & McLean, 2014; Sliwa, Heinemann, &
Semik, 2005).  Burn injuries can lead to a broad range of physical and psychological
changes for the individual patient, including the development of hypertrophic
scarring.  Hypertrophic scars appear different to surrounding healthy skin in that they
can be raised, and have a different texture and colour (Tredget, Levi, & Donelan,
2014). If hypertrophic scarring is untreated, the collagen fibre deposition undergoes
reorganization, which can cause skin contractures and scar related problems such as
movement restrictions, itch and heat intolerance (Ladak & Tredget, 2009). Patients
are requested to adhere to lengthy, at times painful, and intensive rehabilitation
programmes to manage hypertrophic scars.
Compression garments have been used since the 1970s as part of an intensive
rehabilitation programme for the management of hypertrophic scars (Atiyeh, El
Khatib, & Dibo, 2013; Bloeman et al., 2009; Macintyre & Baird, 2006; Van den
Kerckhove et al., 2005). Compression garments rely on a firm fit and prolonged wear
(23 hours per day) to ensure that sufficient pressure is applied to inhibit scar growth
and optimise scar management (Atiyeh et al., 2013; Bloemen et al., 2009; Ladak &
Tredget, 2009; Macintyre & Baird, 2006; Tredget et al., 2014; Williams, Knapp, &
Wallen, 1998). The aim of compression garment wear includes direct influence on
hypertrophic scar tissues as well as improvements in physical limitations including
skin contracture and itch.  Compression garments have been reported to reduce
hypertrophic scar growth in 60-85% of patients (Atiyeh et al., 2013; Renò,
3Grazianetti, & Cannas, 2001; Yagmur, Akaishi, Ogawa, & Guneren, 2010).  The use
of compression garments, however, can cause increased pain, heat intolerance, and
skin breakdown for some patients (Johnson, Greenspan, Gorga, Nagler, & Goodwin,
1994; Macintyre & Baird, 2006; Ripper, Renneberg, Landmann, Weigel, & Germann,
2009; Stewart, Bhagwanjee, Mbakaza, & Binase, 2000).  Adherence to compression
garment wear has been reported as low as 41% (Johnson et al., 1994). With evidence
suggesting positive scar and physical outcomes associated with wearing compression
garments, it is important to understand why intensive wear might be difficult. Limited
literature is available to explain the patient experience of wearing compression and
what experiences make wearing compression difficult. Therefore, it is essential to
investigate the patient experience of wearing compression garments and the influence
of certain experiences on patients’ ability to continue wearing compression garments.
Aims: The first aim of this research study was to gain an in-depth
understanding of the patient experiences associated with wearing compression
garments post-burn injury and identify potential reasons why patients remove their
garments. A second aim was to identify what changes could be made to improve the
experience of wearing compression garments post-burn injury.
Method: A qualitative research design was used, with interpretive description
as the methodological approach.  Using purposive sampling, 15 burn patients (aged
between 24 and 61 years, 8 men and 7 women) were recruited to the study. Eleven
patients were recruited over a twelve-month period for interviews, while a further four
burn patients were recruited from the hospital burns support group to participate in a
focus group. Five occupational therapists currently working within the burn unit
participated in a second focus group. Data analysis was undertaken using the six
stages of thematic analysis described by Braun and Clarke (2006) to identify themes.
4Results: Five significant themes were identified from the burn patient and
occupation therapist data. The first three themes were derived from burn patient data
only and described the burn patients’ experiences of wearing compression garments
and included the physical and emotional experiences of wearing compression
garments, the experience of being a patient within the burns service, the impact of
wearing compression garments. Themes four and five, patient strategies and
recommendations for service provision, were built from data from burn patients and
occupational therapists. These themes highlight potential modifications to service
provision to improve the experience of wearing compression garments, including
increased education options, peer support and shared decision making.
Conclusion: The findings of this research contribute to an increased
understanding of patient experiences associated with wearing compression garments
post-burn injury and point towards a number of recommendations to improve these
experiences. With such understanding and potentially enhanced service provision,
burn patients may be able to wear compression garments more consistently to achieve
optimal scar outcomes. With optimal scar management and subsequently improved
physical and psychological outcomes, enhanced patient adjustment to life post-burn
injury is possible.
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Chapter One: Introduction
1.0 Researcher’s Perspective
I was a burns therapist working within one of the busiest burn units in
Australia for two years prior to commencing this research project. Working in the
burns unit was an incredibly rewarding job which I deeply enjoyed. I valued the
opportunity to go to work every day to help people recover from very traumatic
injuries and work as part of a team to manage the ongoing issue of hypertrophic scar
development post-burn injury. However, I regularly observed patients’ struggling with
the regimen of wearing compression garments. I would see problems with skin
breakdown and hear patients talk about how hot they felt wearing them or how
conscious they were about looking different whilst compression garments. While I
had empathy for the patients’ experience, I had no way of truly understanding what it
could be like to wear compression garments post burn injury. I could only use my
own imagination and assumptions and listen to the patients in order to try to
understand what it would be like to go through the experience of not only the trauma
of a burn injury, but then the lengthy and painful recovery, to which wearing garments
was are large contributor. I wanted to somehow improve their experience, but did not
 know how I could make it better for them.
I had been working within the burns unit and had learnt from my senior
colleagues about providing garments and noticed the medically focused model of care
within the unit. I noticed the emphasis on staff being the experts with limited
opportunities for patient perspectives to be heard. As an occupational therapist, I
would prescribe garments which I believed were most appropriate and advised on a 23
hour wearing regimen.  I had my own assumptions regarding the restrictions of this
prescriptive model of care but was unable to understand what components of the
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service could be modified to help patients adapt to wearing compression garments.
Despite my best efforts as a therapist, I could see patients struggling with the garment
wearing regimen and found myself constantly thinking, “What needs to happen to
improve their experience?” As a clinician I knew if patients had a better experience of
wearing their compression garments, they might get better outcomes from more
consistent wear. From asking myself this question and through reflection, it lead me to
want to know and understand more about the patient experience of wearing
compression garments and how I could use that information to improve their
experiences.
Coming from this clinical background, I took steps throughout the study to
attempt to maintain an open perspective regarding both the patient experience and the
nature of services provided. Regular discussions with my advisory team throughout
the analysis process ensured that I was questioned and challenged about how my
clinical lens might be impacting on my interpretation of patients’ and therapists’
comments. During the process of data collection and analysis, I became aware of a
number of patient and therapist perspectives and assumptions regarding local service
provision that were not apparent to me when I was immersed in the clinical service.
This new awareness indicates to me that I have been able, to some extent, hear the
voices and understand the perspectives of the participants in this study. It is my hope
that these voices inform the ongoing refinement of compression garment service
provision and contribute to enhanced outcomes for people with burn injury.
1.1 Background
Burn injuries are traumatic events often leaving the individual with complex
and multiple impairments that require extensive medical treatment and rehabilitation
(Elsherbiny et al., 2011; Kornhaber et al., 2014; Sliwa et al., 2005). Hypertrophic
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scarring is a common complication after severe burn injury and usually develops
within one to three months post-injury (Bloeman et al., 2009). Hypertrophic scars are
very different in appearance to surrounding healthy skin and can be raised and red-
purple in colour. They can also have a different texture, including elevation and
firmness, and can be hypersensitive and itchy (Antonissen, Daly, Janssens, & Van den
Kerckhove, 2016; Tredget et al., 2014).
Compression garments are currently considered the mainstay of hypertrophic
scar management post-burn injury (Atiyeh et al., 2013; Bloemen et al., 2009;
Moiemen et al., 2018; Macintyre, Dahale, & Rae, 2016). It is intended that the firm
and well-fitted design of these garments will positively influence scar formation and
slow scar progression (Ladak & Tredget, 2009; Tredget et al., 2014). In order to
maximise garment effectiveness, it is recommended that garments be worn for 23
hours each day (Anzarut, Olson, Singh, Rowe, & Tredget, 2009; Atiyeh et al., 2013).
It is recognised that wearing a compression garment may result in patients
experiencing pain, heat intolerance and skin breakdown (Johnson et al., 1994;
Macintyre & Baird, 2006; Ripper et al., 2009; Stewart et al., 2000).  Such
complications can impact upon the patient’s ability to adhere to garment wearing
schedules (Johnson et al., 1994; Macintyre & Baird, 2006; Ripper et al., 2009; Stewart
et al., 2000). In order to ensure that patients’ scar management is optimised, it is
important to identify the experiences associated with compression garment wear and
understand how these may affect ongoing wear and adherence to recommendations.
1.2 Rationale for the Study
Patient perspective research in the field of burn injuries is important to ensure
that the health care provider has an understanding of the experiences that may limit a
patient’s ability to wear compression garments. Thus far, research investigating
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compression garment adherence is limited, with few studies evaluating the patient’s
lived experience of wearing compression garments post-burn injury (Johnson et al.,
1997; Martin, Bonas, Shepherd, & Hedges, 2016; Ripper et al., 2009). With increased
health care provider knowledge and insight into these experiences, potential changes
could be made to compression garment service provision. These changes may
enhance the patient experience of wearing compression garments, leading to increased
duration of wear, and in turn, increased garment effectiveness and better outcomes for
burn patients through the minimisation of burn injury complications.
1.3 Aims of Study
The purpose of this research study was to develop a deep understanding of
how patients experience the wearing of their compression garments and to gain
patients’ ideas on how to improve this experience.
The first aim was to understand the lived experience of wearing compression
garments post-burn injury and understand why patients remove their garments and
discontinue their wearing schedules.
The second aim was to explore what changes could be made to improve the
experience of wearing compression garments post-burn injury. This information was
important as it may assist patients to continue to wear compression garments for
longer periods of time.
1.4 Overview of Thesis
Comprising seven chapters, this thesis begins with an in-depth description of
burn injuries including the physical, psychological, activity and quality of life changes
post burn injury and description of scar management options including compression
garments in Chapter Two. The phenomena of adherence and factors that can
contribute to patient adherence are also discussed in Chapter Two.  Chapter Three
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includes the first published paper, a systematic review of the literature related to
wearing compression garments detailing the available literature and highlighting areas
in the literature requiring further investigation leading to this research study. In
Chapter Four, the methodological approach used, interpretive description, is reported.
Data collection using semi-structured interviews and focus groups and data analysis
based on Braun and Clarke’s (2006) stages of thematic analysis is described. The
results are reported in two papers. First, the patient experience of wearing
compression garments post-burn injury is reported in Chapter Five. Second, Chapter
Six comprises of a paper reporting patient and therapist perspectives on strategies and
potential service recommendations to improve the experience of wearing compression
garments. The concluding chapter, Chapter Seven, discusses the results in the context
of current literature and burns service delivery practices. The limitations of the project
are described and directions for further research are suggested in the concluding
chapter.
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Chapter Two: An Introduction to Burn Injuries, Scar Management and
Adherence
2.0 Introduction
This Chapter provides an introduction to burn injuries, scar management and
treatment adherence. The physical, psychological and functional outcomes of burn
injuries will first be described.  Information related to the rationale for and working
mechanism of compression garments will then be reported. Compression garment
regime and the outcomes of wearing compression garments will also be detailed to
provide a background for the need for this project. A short description of the concept
of adherence and its importance in burns rehabilitation concludes this Chapter.
2.1 Burn Injuries
According to the International Society of Burn Injuries, burn injuries are
defined as an injury to the skin or other organic tissue primarily caused by thermal or
other acute trauma (Peck, 2011).  These may be chemical, electrical or thermal in
nature, and may be caused by radiation, open flames, steam, or contact with hot
surfaces or liquids (World Health Organization, 2007).  Burn injuries can be classified
by the Total Body Surface Area (TBSA) related to the size of the injury as well as the
depth of the injury.  TBSA is expressed as a percentage: for example 50% TBSA,
would indicate that 50% of a patient’s skin had been burnt.  Burn depths range from
superficial to partial thickness to full thickness, dependent upon the amount of
damage to the skin organ (Heimbach, Engrav, Grube, & Marvin, 1992).  It is rare for a
burn injury to uniformly present at one particular depth (Lawrence, Mason, Schomer,
& Klein, 2012).
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Human skin is composed of two layers, the outer epidermis, and the
underlying dermis.  The epidermis is comprised mainly of keratinocyte cells which
can be repaired and regenerated, while the dermis is comprised of many cells
including blood vessels, hair follicles and sweat glands which cannot be regenerated
(Lawrence et al., 2012).   Superficial burn injury results in damage to the epidermis
and typically heals well due to the regeneration of keratinocyte cells (Chapman, 2007;
Lawrence et al., 2012).   Partial thickness burns are defined by partial damage to the
epidermis and dermis of the skin, while full thickness burns occur when both the
epidermis and dermis layers of the skin have been fully damaged (Chapman, 2007).
When partial or full thickness burns are sustained, the body’s healing mechanisms are
more complex and there is an increased likelihood of surgical management and/or
ongoing complications (Zuijlen et al., 2012).
2.1.1 Process of scarring. During the wound healing process, scar formation
occurs in a complex manner due to increased vascularisation, abnormalities in cell
migration, synthesis of extracellular matrix proteins and changes to the wound healing
matrix (Chang, Deng, Yeong, Wu, & Yeh, 2008).  These events can result in atypical
orientation and synthesis of collagen fibres, resulting in a hypertrophic scar (Tredget
et al., 2014).  If hypertrophic scarring is untreated, the collagen fibre deposition
undergoes reorganisation, which can cause skin contractures and scar related
problems such as itch and heat intolerance (Ladak & Tredget, 2009).  Hypertrophic
scars are different in appearance to surrounding healthy skin and can be raised, red-
purple in colour, have a different texture including elevation and firmness as well as
being hypersensitive and itchy (Antonisse et al., 2016; Tredget et al., 2014).
Hypertrophic scarring is a common complication post-deep burn injury and usually
develops within one to three months post-injury (Bloemen et al., 2009). It is estimated
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to occur in 32%-72% of burn survivors (Esselman, 2007; Lawrence, et al., 2012;
Macintyre et al., 2016).
Hypertrophic scar formation continues over time until scar maturation, which
typically occurs 12-18 months post-injury (Ladak & Tredget, 2009).  Whilst scars
remain active (that is before the scar matures), contractile forces continue to occur and
can result in loss of elasticity limiting the length of surrounding skin (Warden &
Warner, 2012).  The hypertrophic scar appearance and characteristics impact patients
in several different ways, this includes physical changes and impacts on activity
participation, psychological well-being and overall quality of life, which are described
in the following sections.
2.1.2 Changes post-burn injury. Burn injury consequences can be broad,
resulting in a number of physiological changes that may lead to activity limitations,
and psychological sequelae.  These changes can have a significant impact on a
person’s function and quality of life (Sliwa et al., 2005).
2.1.2.1 Physical changes. There are a number of physical changes that can
result from hypertrophic scarring. These include reduced range of motion (ROM)
associated with skin contractures, pruritus (itch) and heat intolerance.  Limited joint
ROM in the area of the scars may occur due skin contractures, where the scar is
inflexible and inelastic.  These skin contractures can result in severe skin shortening,
which impacts ROM (Warden & Warner, 2012).  Approximately one third of burn
patients at the time of discharge from hospital experience limited ROM at affected
joints (Fauerbach et al., 2005).  ROM restrictions continue long after injury, with 18%
of burn patients experiencing decreased ROM five years post-injury (Fauerbach et al.,
2005;Pallua, Künseback, & Noah, 2003; Van Baar et al., 2006).
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As burn injuries heal, they can cause intense and uncomfortable pruritus.  The
incidence of post-burn pruritis has been reported by 50% to 100% of burns patients
and can last several years post-burn injury (Zachariah et al., 2011). Ongoing pruritus
has been reported to interfere with therapy and impact upon a patient’s daily life,
where people can experience discomfort when working, leisure activities and
disturbances to their sleep (Casaer, Kums, Wouters, Van den Kerckhove & Van den
Berghe, 2008; Zachariah et al., 2011).
Heat intolerance has been linked to damaged blood vessels and sweat glands
sustained from the burn injury, which limit an individual’s ability to control their
temperature (Ganio, Gagnon, Stapleton, Crandell, & Kenny, 2012). Ten percent of
participants in an American study reported that they experienced heat intolerance
(Blalock, Bunker, Moore, Foreman & Walsh, 1992). All these physical changes
associated with hypertrophic scar formation can lead to a decrease in participation in
daily activities for burn patients (Casaer et al., 2008; Xie, Xiao, Zhu, & Xia, 2012).
2.1.2.2 Activity changes. Many activities and daily roles may be disrupted
following burn injuries, including self-care tasks, employment and leisure activities
(Richard et al., 2009).  For example, Elsherbiny and colleagues (2011) assessed 100
discharged patients using the Burn Specific Health Scale to determine functional
abilities post-burn injury and found that up to one third of severe burn injury survivors
continue to experience difficulties with self-care activities such as bathing and
dressing (Elsherbiny, et al. 2011; Tompkins et al., 2000).  Another study of 150
participants found reduced activity, with 28 % of participants reporting moderate
functional impairment and 18% experiencing extensive functional loss (Pallua et al.,
2003). Participants in the latter study reported reduced involvement in strenuous,
ambulatory, rapidly paced activities such as heavy household cleaning or participation
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in social sport and increased participation in sedentary activities at home such as
watching TV or reading (Pallua et al., 2003).
Burn injuries can also impact the patient’s ability to return to work and
participate in leisure activities (Brych et al., 2001; Dyster-Aas, Kildal, Willebrand,
Gerdin, & Ekselius, 2004). Results from a number of studies completed over the past
two decades indicate that between 21-50% of adult patients report difficulties
completing the demands of their previous employment (Cheng & Rogers, 1989;
Pallua et al., 2003; Patterson, Ptacek, Cromes, Fauerbach, & Engrav, 2000; Van Baar
et al., 2006). Leisure activities, such as sport and hobbies, have also been reported to
be disrupted post-burn injury (Pallua et al., 2003; Patterson et al., 2000; Van Baar et
al., 2006), however limited research has focused on this aspect of participation.
2.1.2.3 Psychological changes. In addition to the physical scarring and
activity limitations caused by burn injuries, patients often face a range of
psychological issues.  These can include problems with body image, depression and
anxiety (Falder et al., 2009; Klein et al., 2011; Koljonen, Laitila, Sintonen, & Roine,
2013; Lawrence et al., 2012).
Visible scarring post-burn injury presents social challenges for patients. A
recent study qualitative study that interviewed burn patients found that participants
were self-consciousness about their appearance, and felt embarrassment and
humiliation related to body image (Martin et al., 2016).  Depression is also a frequent
concomitant of burn injuries (Thombs, Bresnick & Magyar-Russel, 2006; Ullrich,
Wiechman Askay & Patterson, 2009).  A systematic review by Thombs and
colleagues (2006) reviewed rates of depression post-burn injury, including studies that
utilised structured interviews, the Hospital Anxiety and Depression Scale and/or the
Beck Depression Inventory.  Results indicated that up to 26% of burn patients
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experience “moderate to severe” symptoms and up to 54% experiencing “mild
symptoms” of depression (Thombs et al., 2006).  Anxiety is another common
psychological change observed post-burn injury, with prevalence rates of anxiety
reported as 13-35% of patients at one-year post-injury (Va Loey & Van Son, 2003;
Williams & Griffiths, 1991).
2.1.2.4 Changes to Quality of Life. A reduced quality of life has been found
for patients with severe burn injuries, compared with that of general population
(Anzarut, Chen, Shankowksy & Tredget, 2005; Elsherbiny et al., 2011).  Utilising
quality of life assessments including the Short Form-36 and Burn Specific Health
Scale, Anzarut and colleagues (2005) reported that burn patients scored significantly
lower in all quality of life domains than the general population (Anzarut et al., 2005).
Areas of quality of life most affected include physical functioning and general health
perception (Anzarut et al., 2005; Elsherbiny et al., 2011; Xie et al., 2012).
2.2 Scar Management
The impact of hypertrophic scar on the lives of burn patients is varied and
wide-ranging. Therefore, it is not surprising that much of the rehabilitation phase of
burn management is focused on scar management to minimise this impact (Atiyeh et
al., 2013; Esselman, 2007; Warden & Warner, 2012). Hypertrophic scar management
requires input from a multidisciplinary team working together to optimise physical
and psychological recovery of patients (Richard et al., 2009).  However, at present
there is little scientifically-based evidence for hypertrophic scar management
(Anthonissen et al., 2016; Atiyeh et al., 2013).  Hypertrophic scar prevention and
management therefore remains an ongoing area of research.  Current strategies
available to clinicians to prevent and manage hypertrophic scars include topically
applied silicone, intralesional steroids, massage and compression garment therapy
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(Esselman, Thombs, Magyar-Russell, & Fauerbach, 2006; Ladak & Tredget, 2009;
Ogawa, 2010; Richard et al., 2009).  Topically applied silicones have been used to
increase elasticity and improve the appearance of hypertrophic scars (Tredget et al.,
2014).  Intralesional steroids are injected into hypertrophic scars and have been used
to act on a cellular level to decrease hypertrophic scar growth. However, these may
result in a number of side effects including severe pain caused by the injection, local
hypopigmentation and atrophy at the scar site (Ogawa, 2010).  Although silicones and
steroids are used to manage hypertrophic scarring, compression garments are widely
accepted as the standard first line therapy modality (Atiyeh et al., 2013; Bloemen et
al., 2009).
2.2.1 Compression garments. Compression garments have been first line
therapy for the prevention and management of hypertrophic scar since the 1970s
(Atiyeh et al., 2013; Bloemen et al., 2009; Macintyre & Baird, 2006; Van den
Kerckhove et al., 2005). They are designed with elastic fibres and may be custom
made or ready to wear (Simons, King, & Edgar, 2003).  The garments exert pressure
on the underlying tissues by being made smaller than the area they are designed to fit
(Ladak & Tredget, 2009; Macintyre, 2007).  It is intended that the firm and well-fitted
design will influence scar formation and progression (Ladak & Tredget, 2009;
Tredget et al., 2014).  The therapeutic level of pressure required to influence scar
formation continues to be debated, with varying therapeutic pressures reported
(Anzarut, 2009; Atiyeh et al., 2013; Williams et al., 1998).  Most recent studies
indicate that required pressure is between 15-40 mmHg to achieve therapeutic effects
and match capillary pressure (Chang et al., 2008; Sharp, Pan, Yakuboff, & Rothchild,
2015).
30
2.2.2 Compression garment working mechanisms. The mechanisms by
which compression garments work rely upon a firm fit in order to influence scar
growth (Anthonissen et al., 2016; Bloeman et al., 2009).  A firm fit has been
demonstrated to reduce the amount of collagen deposited in the burn area and the
realignment of existing collagen fibers (Anthonissen, et al., 2016; Ladak & Tredget,
2009; Tredget et al., 2014).  This is achieved by reduced blood flow to the area, which
limits the supply of nutrients and oxygen to scar tissue and inhibits growth (Bloemen,
et al., 2009; Chapman, 2007).  In addition, applying mechanical pressure to the area is
intended to influence the nature of existing collagen formation (Atiyeh et al., 2013;
Ladak & Tredget, 2009; Tredget et al., 2014).  It has been suggested that the provision
of constant compression to mimic pressure exerted by skin or underlying tissues may
assist in the alignment of accumulated collagen cells (Anthonissen et al., 2016; Atiyeh
et al., 2013).
2.2.3 Compression garment fitting and regime. There are currently no
guidelines that detail the exact timeframe within which to commence compression or
the style and features to be included in compression garment design.  Some authors
suggest that compression therapy garments may be fitted as soon as two weeks after
wound re-epithelisation, when the patient is able to tolerate firm pressure and when
the skin can tolerate the pressure and shearing forces of garment application (Atiyeh
et al., 2013; Macintyre & Baird, 2006; Williams et al., 1998). Patients are carefully
measured according to manufacturer instructions. Garments are then fitted to the
patient and reviewed to ensure that appropriate fit and firmness are achieved.  This is
typically a subjective assessment and therapists will observe and feel the tension of
the compression garments and rely heavily on patient feedback regarding fit (Sharp et
al., 2015). Macintyre and Ferguson (2013) investigated the initial fit of compression
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garments and reported that up to 40% of garments require adjustments for improved
fit after the first fitting. The process of measuring and fitting continues until the
appropriate fit and compression level is achieved from both the patient and therapist
perspective (Sharp et el., 2015).
Experts within the burns community of practice recommend that compression
garments be worn for 23 hours each day (Anzarut, 2009; Atiyeh et al., 2013; Sharp et
al., 2015).  This is to ensure that sufficient pressure is applied to inhibit scar growth
and optimise scar management (Atiyeh et al., 2013; Bloemen et al., 2009; Macintyre
& Baird, 2006; Williams et al., 1998).  The duration of garment wear has been
suggested as 12-18 months post-injury, that is, until scar maturation has occurred
(Chapman, 2007; Macintyre & Baird, 2006; Sharp et al., 2015; Williams et al., 1998).
2.2.4 Compression garment outcomes. The outcomes of wearing
compression garments include the direct influence on hypertrophic scar tissues as well
as improvements in physical outcomes.  Descriptive histology studies comparing burn
scars treated with compression compared to those without compression have shown
positive changes to collagen fibres in the compression samples (Atiyeh et al., 2013;
Esselman et al., 2006).  These positive changes include reduction in large collagen
nodules and replacement with smaller groups of fibres, resulting in thinning and
softening of scar tissue (Atiyeh et al., 2013; Reid, Evans, Naismith, Tully, & Sherwin,
1987; Renò et al., 2001).  A recent systematic review of conservative treatments on
burn scars reported that compression garments reduced scar thickness and lowered
scar hardness (Anthonissen et al., 2016). Other direct outcomes on hypertrophic scars
from the wearing of compression garments include reduction in scar growth and
reduction in collagen nodule size (Atiyeh et al., 2013; Chang et al., 2008; Yagmur et
al., 2010). Compression garments have been reported to reduce hypertrophic scar
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growth in 60-85% of patients (Atiyeh et al., 2013; Renò et al., 2001; Yagmur et al.,
2010). A further outcome of compression garments is a decrease in scar tension (Renò
et al., 2001; Tredget et al., 2014; Williams et al., 1998; Yagmur et al., 2010).  It has
been suggested that this reduction in scar tension is associated with increased scar cell
death, leading to decreased scar formation, thickness and rigidity (Renò et al., 2001;
Tredget et al., 2014; Williams et al., 1998; Yagmur et al., 2010).
Physical outcomes are also perceived by patients to improve with compression
garment wear (Macintyre, et al., 2016).  Yohannan and colleagues (2012) investigated
burn survivor perceptions of rehabilitation and physical outcomes. The majority of
participants reported that compression garments improved scar feel and appearance
and contributed to long-term movement.  Specifically, patients reported improvement
in skin appearance (85%), a decreased feeling of unpleasant skin sensation such as
pain and itch (65%) and improved movement (71%) (Yohannan et al., 2012).
Although there are positive outcomes from wearing garments, the experience
of wearing them is difficult. There is therefore a need to understand what impacts
patients’ abilities to adhere to the wearing of their compression garments.
2.3 Adherence
The importance of adherence has been eloquently described by Dracup and
Meleis (1982): “The most well established health care regimes are worthless if a
patient chooses not to adhere with the recommendations of the health care worker”
(p.32). In order to optimise the effects of healthcare treatments, it is important to
consider the many factors which influence adherence.
Adherence is a phenomenon involving complex interactions among the
individual, the environment and the community (Vermeire, Hearnshaw, Van Royen,
& Denekens, 2001). As a principle, it is related to the extent to which the patient’s
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behaviour matches the agreed recommendations from the prescriber (Horne, 2006).
However, it does require collaboration, where the patient and the health care provider
work together to determine an agreed upon course of behaviour. This principle is
referred to as concordance, where there is an equal partnership between practitioner
and patient in order to make treatment regime decisions during treatment planning
(Aronson, 2007).
Adherence is a multifactorial construct which is influenced by physical,
psychological and social factors (Cameron, 1996; Vermeire et al., 2001).  A number
of frameworks have been developed to explain the influence of these factors on
adherence.  One well established framework was developed by Ickovics and Meisler
(1997) to categorise adherence factors.  The framework was developed from the
authors’ research into medication adherence in an Acquired Immunodeficiency
Sydrome (AIDS)  population and has been applied to adherence research in a range of
healthcare settings.  It provides a sound conceptual basis to organise the factors
associated with adherence into broad categories related to (1) the patient, (2) the
treatment, (3) the patient-provider relationship, (4) the clinical setting and (5) the
condition (Ickovics & Meisler, 1997; O'Donohue & Levensky, 2006).
Patient related factors include many personal, social and psychological
influences.  Examples include patient knowledge related to their condition and
treatment, personal abilities, social supports, past medical history and personal
motivation. Treatment factors refer to the demands of the treatment regimen,
including its complexity, duration, and potential side effects.  Also included is the
required change in lifestyle that must occur in order to complete treatment regimens
(Cameron, 1996; Ickovics & Meisler, 1997). Factors related to the patient-provider
relationship that influence adherence include communication, education, trust and
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collaboration (Ickovics & Meisler, 1997). At the broader level of the clinical setting
within which treatment is provided, factors such as availability, access and continuity
of service have been identified to impact upon treatment adherence. Injury or
condition symptoms are factors that have been investigated to potentially influence
treatment adherence.  This can include physical symptoms.
Both health care providers and patients are required to play a role to achieve
appropriate adherence.  A strong understanding of adherence factors from the health
care provider is required, in order to assist the patient in overcoming any obstacles or
issues that may arise (Cameron, 1996).  In addition, a dedicated commitment from the
patient is required to adhere to the agreed upon treatment regimes.
In the instance of burn injury, patients are required to adhere to compression
garment wearing regimes for adequate pressure to be exerted to combat scar
formation and growth (Atiyeh et al., 2013; Bloemen et al., 2009; Macintyre & Baird,
2006; Williams et al., 1998).  The consequence of non-adherence to treatment is
potential sub-optimal long-term results. Limited adherence to compression garments
can result in increased scarring, functional impairment and the need for reconstructive
surgery (Macintyre et al., 2015; Williams et al., 1998).  Therefore, it is important to
explore the factors that influence a patient’s wear of compression garments, as the
effectiveness of the garment relies on consistent wear (Atiyeh et al., 2013).
2.4 Conclusion
In this Chapter, the pathophysiology of burn injury, tissue healing and
hypertrophic scarring has been described. The rationale for the use of compression
therapy for scar management was then explored. Adherence and some of the
contributing experiences of adherence has also been presented. To explore what is
35
currently known about adherence to wearing compression garments post burn injury a
review of the literature was the first step of the study.
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Chapter Three: Systematic Review
3.0 Introduction
A systematic review of the literature was completed to identify and describe
current understanding of the experience of wearing compression garments post-burn
injury and what experiences impact upon patients’ ability to wear compression
garments. A systematic search of databases was completed to ensure that all available
literature regarding patient experiences of compression garments post burn injury was
reviewed and critically appraised to examine the methodological quality of each
study. The paper describes the methods used to conduct the search, critical appraisal
of included studies, and the resultant findings, including thematic analysis of the
pooled qualitative data from the studies.  Further methodology steps are reported
within the thesis at Chapter 3.2. The findings are presented within an adherence
framework developed by Ickovics and Meisler (1997) to highlight aspects of
adherence that have been addressed through research to date and those requiring
future research.
3.1 “Patient Experience of Wearing Compression Garments Post-Burn Injury: A
Review of the Literature”
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Structured Abstract
Objective: To critically appraise the literature regarding the patient lived experience
of, and adherence to, wearing compression garments post-burn injury.
Method: Scholarly articles were identified from searches of the following databases;
Pubmed, Cochrane Central, CINAHL, PsycINFO and OT Seeker. Combinations of
key words including compression therapy/garment, pressure therapy/garment, burn(s),
adherence and patient experience were utilised. Retrieved studies were included in the
review if they were written in English, reported on adult burn populations and the
patient lived experience of wearing compression garments. Included studies were
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critically appraised and content analysis was completed on the results sections of the
two qualitative studies.
Results: Nine studies investigating patient lived experiences were retained; one
systematic review, one randomised controlled trial, five cross-sectional surveys, and
two qualitative studies. An adherence framework provided a conceptual basis to
categorise reported patient lived experiences. Results identified a strong focus on
patient and treatment related experiences with limited investigation of condition,
patient-provider and health care system experiences. Minimal investigation has been
completed regarding the impact of these patient lived experiences on the adherence to
wearing compression garments.
Conclusions: Further research using qualitative methods is required to gain a deep
understanding of patient experiences and perspectives of wearing compression
garments and how these experiences impact upon their adherence to wearing them.
Identification of key experiences that lead to patients removing their compression
garments may lead to modification of treatment and system approaches to better align
with patients’ needs and development of potential interventions that promote
adherence.
Key Words
Burns
Compression Therapy
Adherence
Patient Experience
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Systematic Review
Patient experience of wearing compression garments post-burn injury: a review
of the literature
Introduction
Burn injuries can lead to a broad range of physical, functional and
psychological changes for the individual patient and can often require long periods of
hospitalisation. Patients are requested to adhere to lengthy, at times painful, and
intensive rehabilitation programmes, which may include physical exercise, stretching,
functional retraining and scar management.1 Burn therapists play a pivotal role in the
multidisciplinary rehabilitation team, treating scarring, contractures and providing
functional retraining to enhance patient participation in meaningful activity.2 Burn
therapists use compression garments as a key treatment modality to minimise scarring
and assist with scar maturation, leading to improved scar outcomes and functional
performance.3 The use of compression garments, however, can cause increased pain,
intolerance to heat, and skin breakdown for some patients.4,5,6,7 These issues may lead
some patients to experience difficulty adhering to the recommended wearing
schedules. In order to ensure that patients’ scar management is optimised, patient
experiences of compression garments, and how these experiences affect ongoing
adherence to wearing the garments must be explored. Understanding the different
aspects of adherence associated with wearing compression garments is crucial for
burn therapists’ creation and implementation of successful treatment regimens and
therapy interactions with patients.
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Adherence is a complex phenomenon influenced by interactions among the
individual, the environment and the community.8 As a principle, it is defined by the
extent to which the patient’s behaviour matches the agreed recommendations from the
prescriber.9  Adherence requires participation from both the patient and the health care
provider to determine an agreed upon course of behaviour that the patient can follow.
The adherence framework developed by Ickovics and Meisler10 provides a conceptual
basis to categorise the experiences associated with adherence. This framework was
developed from research into medication adherence of an AIDS population and has
been applied in a range of healthcare settings and conditions and is presented in figure
1.11 In order to gain a comprehensive understanding of all of these experiences and
how they impact on adherence, research needs to investigate the patient’s lived
experience and perspectives.
Figure 1 - Ickovics and Meisler Framework
Ickovics and
Mesiler
Framework11
The patient related
• Personal
• Social
• Psychological
The treatment
• Regimen demands including:
• Complexity
• Duration
• Potentail side effects
The condition
• Symptoms from the original
injury or condition including:
• Physical symptoms
• Cognitive changes
• Psychological symptoms The patient-provider
relationship
• Communication
• Trust
• Collaboration
The clinical setting
• Experiences include
availability,
• access and
• continuity of the service.
41
Thus far, research investigating compression garment adherence is limited,
with few studies evaluating the patient’s lived experience of wearing compression
garments post-burn injury. Further review of the current literature is required to
ascertain if studies to date have been able to fully describe the patient experience of
wearing garments, and how these experiences may influence patient’s adherence to
compression garment wear.
To determine what research has been completed on the patient experience of
wearing compression garments, a systematic review was conducted. The aim of this
systematic review was to critically appraise the research literature on adult patient’s
lived experience of wearing compression garments post-burn injury. The adherence
framework from Ickovics and Meisler10 was utilised to ensure that the breadth of
issues and patient experiences related to adherence were considered and aspects that
had not been investigated were highlighted.
Method
To locate research studies related to the patient lived experience of wearing
compression garments post-burn injury, the following databases were searched:
PubMed, Cochrane Central, CINAHL, PsycINFO and OT Seeker. Basic and advanced
search options were utilised with combinations of key words including compression
therapy/garment, pressure therapy/garment, burn (s), adherence and patient
experience. It was established that few studies had been published in relation to the
topic in recent years as such publications of any date were included. A total of 59
articles were retrieved. After removal of duplicates, 41 articles remained and were
screened according to inclusion and exclusion criteria by two independent reviewers
(NC and JC). The two reviewers were able to meet consensus regarding included
articles after discussion.
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 Studies were included in the review if they: (a) were written in English; (b)
reported on an adult burns population and (c) reported on the patient experience of
wearing compression garments. Articles were excluded if the focus was not on patient
experience (e.g. assessing treatment efficacy using non-patient perspective outcome
measures) or they were not reporting on adult burn populations. Of the 41 articles
reviewed, a total of nine articles met the inclusion criteria, including one systematic
review, one randomised control trial (RCT), five cross-sectional surveys and two
qualitative studies. Table 1 provides a summary of the included studies.
Studies were critically appraised to evaluate their methodological quality.
Critical appraisal was completed independently by two members of the research team
(NC and TA) and consensus was gained on all points of appraisal. Two different
critical appraisal suites were utilised to cover the diversity of study methodologies
used within the included studies.
The Critical Appraisal Skills Programme (CASP) suite of instruments was
utilised for the systematic review, RCT and studies with qualitative methodology.13
The CASP suite provided suitable instrument options with a range of criteria relevant
for the differing methodologies. An instrument from the Centre of Evidence Based
Management (CEBMa) was utilised to appraise the studies using survey methods as
the CASP suite did not include a suitable instrument to appraise cross-sectional
survey methodology.14
Of the nine studies included within the review, two included qualitative data.
To provide a comprehensive understanding of the research completed to date on the
experiences of wearing garments and where gaps may exist, a content analysis of the
results sections of these studies was completed. Content analysis was undertaken in
similar method to the process described in Erwin and colleagues.15 Participant quotes
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and text segments in the two qualitative papers were extracted and reviewed by two
researchers (NC and JC) who independently compared and contrasted the original
data in order to generate coding categories. These categories were compared and
discussed and a final set of codes agreed upon. Both researchers then coded the quotes
according to these categories and once again their coding was compared and
discussed until consensus was reached.
Appraisal of Study Quality
Study Methodology and Sample
Of the nine included studies, methodologies were varied and included; a
systematic review,16 a randomised controlled trial (RCT),17 five cross-sectional
surveys,4,7,18,19,20 and two qualitative studies.6,21 In general, the included studies
explored adherence rates and aspects of the experience of wearing compression
garments. The investigated aspects included reported side effects of wearing
compression garments and to a lesser extent the patient’s lived experience. The
systematic review broadly reviewed adherence to overall burn care, which included
compression garments, whereas the survey and qualitative studies focused more
exclusively on compression garments. The RCT measured adherence as an outcome
to assess the effect of a multimedia education learning package.17
In each study, different methods were used to assess adherence and explore
patient experiences of wearing compression garments. Only three of the studies
included a specific adherence rate. These were all measured using patient reports.
Patient experiences of wearing compression garments were investigated using surveys
in fives studies and semi-structured interviews in two studies.  Survey structures
included Likert scale ratings,20 ordinal results,18 closed questions4 and a combination
of open and closed questions.7 One study did not report on the survey questions
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used.19 This study is published only as a conference abstract, as such there is limited
information provided on the survey design. No survey or adherence measure was
standardly used across more than one study, with each study constructing their own
tools for use. The RCT was the only study which utilised standardised measures to
evaluate the effect of an educational program.17 The outcome measures used in the
RCT17 included the Knowledge of Burn Rehabilitation Scale (KBRS), the Anxiety
Perception Score (APS) and the Pressure Garment Compliance Behavioural Scale
(PGCBS). Only one of the included studies used outcome measures over time at two
intervals - pre and post intervention - to assess garment education, anxiety and
adherence.17 The remaining studies did not utilise a longitudinal design and therefore
assessed adherence at one time point.
Critical Appraisal
All of the studies appraised using the CASP instrument demonstrated clear
objectives and each research design were rated as appropriate to the stated aim of the
study. Statistical processes and reporting of findings were varied in accordance with
study methodology. The qualitative papers were deemed to have rigorous processes
regarding data collection, sufficient data analysis and clear reporting of findings. All
of these studies were considered to be clinically relevant and methodologically sound
in order to be included within this review.
The CEBMa-appraised studies all reported clear objectives. Only two of the
five survey studies reported a response rate and the same two used valid and reliable
outcome measures.4,7 The two studies deemed to use valid and reliable measures had
clear descriptions of tool development, including development by expert panel and
pilot use of the tools. The other three surveys did not use standardised outcome
measures and the purposefully designed surveys validity and reliability were not
45
reported. Three of the five appraised studies reported on assessment of result
statistical significance4,18,19 but none reported on pre-study power calculations or
confidence intervals. However, these studies included the use of Likert scales and
open-ended question surveys, which would not necessitate consistent reporting of
these calculations. Given their clinical relevance to the aim of this review, the limited
amount of studies available related to this topic, and no major methodological
concerns found, no studies were excluded based on methodological quality.
Results
Using Ickovics and Meisler’s framework10 of adherence, the findings of the
included studies were compiled and contrasted. Findings in regards to adherence rates
will be discussed, followed by the experiences of wearing compression garments
categorised according to each aspect of the framework Analysis of the findings of the
two qualitative studies exploring patient lived experiences of wearing compression
garments was completed. Results of this analysis are presented within the adherence
framework. . The included studies focused mostly on treatment and patient related
experiences with little detail regarding patient-provider relationships and condition
related experiences and none on health care system experiences.
 Three of the nine studies included an adherence rate within the reported
results.4,7,19 The definition of adherence varied minimally for each study, with
Johnson et al.4 and Rosser19 defining adherence as wearing the garments 24 hours per
day and Stewart et al.7 describing adherence as a regime of 20-24 hours per day.
These rates varied, with 41% reported by Johnson and colleagues4 and 66% and 70%
respectively reported in the other two studies.7,19 Rosser’s19 study reported an average
daily wearing time of 20.8 hours per day. The study did not report on how this finding
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was obtained. No other study included an average daily wearing time and only
reported on the percentage of participant’s adherent to the wearing regime.
Patient Related Experiences
 In terms of patient-related experiences, levels of patient education and
knowledge regarding compression garments as well as social contact with other burn
patients or the public was explored.  Patient education and knowledge was discussed
in five studies.4,6,7,17,19 Stewart and colleagues7 explored patient perceptions regarding
level of education and perceived knowledge of compression garments with 52% of
participants reporting receiving education and only 44% reporting a sound
understanding of the purpose. In other studies, participants reported much higher
educational rates including 97%19 and 57%.4 Conversely within a qualitative study,
participants briefly discussed experiences of the limited education that was provided
regarding their garments. One participant commented, “It hurt terribly and I had no
idea why I should wear it – they just told me that I should.”6  The RCT trialled an
educational program, named the Multimedia Learning Educational Program (MLEP),
which was designed to supplement the educational brochures that were typically
provided.17  This educational intervention produced statistically significant results,
indicating that the MLEP improved knowledge, increased adherence and reduced
anxiety.17 In the survey study by Rosser19, a positive influence of high levels of
knowledge was reported, with results indicating that knowledge of the benefits of
wearing compression garments was one of the most frequent experiences that
positively influenced adherence.
 In relation to social contact, two studies explored social contact with other
burns patients.4,6 Ripper and colleagues6 reported that ‘social support’ from family,
friends and other burn patients was an important resource for patients when facing
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difficulties with wear. Emotional support such as cheering up patients and practical
support with wearing their garments was described by participants as helpful.
Johnson et al.4 reported that 78% of participants believed that social contact with
other burn survivors may enhance adherence, however the details of the social contact
were not described. However contact with the wider public has been described as a
potentially negative experience and was a major theme identified from content
analysis. Negative experiences of public interaction included the public focusing only
on a patient’s suit and not the person wearing the suit and negative reactions from the
public, such as disgust or fascination. As one participant commented, “Someone came
up to me asking if I had had an accident or something – that was rally crass.”6 The
effect of these patient related experiences on their wearing of compression garments
was not fully explored.
Treatment Experiences
Experiences related to the treatment were a major focus of all the survey
studies and included a variety of negative experiences, opinions regarding garment
features and positive experiences. Negative treatment experiences, which were
reported with varying rates, included the appearance of the garments and physical
problems such as itch, sweating, skin changes, activity limitations, and discomfort.
Itch was reported to be a problem for 24%6 to 100% of participants.7 Sweating was
reported as a problem for 80% of participants within the Ripper et al.6 study.
Increased body temperature was a problem for 25% of participants4 and 79% of
participants7 in two other studies. Skin changes, including the development of blisters,
rashes or small areas of wound breakdown, were reported to occur in 24-39% of
participants.4,6,7 One participant reported, ‘‘It does itch. And that’s, it really gets you
cross. You can be sitting here with it being thoroughly uncomfortable, and you feel
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like going mad.’’21  The incidence of restrictions with movement varied widely across
the studies from 22%7 to 70% of participants.6 Reports of limited activity participation
associated with garment wear also varied between the studies. Johnson et al.4 reported
that 14% of participants experienced restrictions in completing everyday activities
including hygiene, home making, shopping and transportation. Cheng and
colleagues18 noted that 10% of participants experienced garment discomfort which led
to ceasing the garment wear. Although these studies reported on the problems
experienced when wearing compression garments, they did not explore direct patient
perceptions of how these negative experiences influence participants’ behaviour in
terms of wearing or removing garments.
 Only two studies reported on garment features such as appearance and colour.
Stewart et al.7 reported that almost half (48%) of the participants reported
dissatisfaction with garment colour. How this dissatisfaction impacted on participants’
wearing of compression garments was not investigated. Rosser19 reported on the
influence of colour and its effect on adherence, with those wearing tan, beige and
brown garments having lower adherence rates than those wearing brown, red, grey or
green garments.
Not all garment features and experiences of wear were reported as negative,
with some positive experiences reported including a sense of security and seeing
visible progress of scar healing.6 Security from the wearing of the compression
garment, including protection from sensory experiences, a sense of safety and
concealment of the burn, was discussed in depth. Participants described the protective
features of the garment, including protection of burn skin and protection from objects
in the environment.21 A sense of safety and concealment from wearing the garment
was also mentioned by participants, with one participant reporting ‘‘It does create you
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quite a safety barrier. Because you know when you’ve got it on, people can’t see.”21
Studies reported that, high percentages of participants, 81%6 and 85%20,noted that
wearing compression garments improved their scar appearance. There was no
discussion regarding the impact of this improvement or security feelings on the
patients’ wearing of compression garments.
Limited information was reported in the studies regarding the patient
experiences of the condition, patient-provider relationship and health care system that
may impact on garment wear. In relation to condition experiences, only one study4
reported that higher burn total body surface area (TBSA) (>8%) had a negative
association with adherence, indicating that those participants with smaller burn
injuries had a higher adherence rate.  Johnson and colleagues4 was also the only study
to report on the patient provider relationship, with 62% of participants reporting that
frequent contact with the service provider may increase adherence. The health care
system aspect of the adherence framework was not discussed in any detail. In addition,
there was no investigation of how any of these experiences affected patient
behaviours regarding keeping the garments on or removing them.
Discussion
This systematic review has revealed the limited research conducted thus far
exploring the patients’ lived experience of wearing compression garments post-burn
injury. Critical appraisal of the nine studies highlighted that the research to date has
used a range of methodological approaches and outcome measures, which limits the
generalisability of the results. The most common approach was the use of a survey,
with five studies using purposefully designed surveys to investigate adherence rates
and/or patient experiences of wearing compression garments. Patients are asked to
adhere to intensive compression garment wearing regimes (almost 24 hours a day) for
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adequate pressure to be exerted to combat scar formation and growth.5,22,23,24 Patient
adherence rates to wearing compression garments were varied across the three studies
that reported on adherence rate, ranging from 41%-70%.4,6 Given these relatively low
adherence rates, it is important to understand the experiences that influence a patients’
wear of compression garments, as the effectiveness of the garment relies on consistent
wear.22 The consequence of non-adherence to treatment is potentially sub-optimal
long-term results, including increased scarring, functional impairment and the need
for reconstructive surgery.24,25 A range of motivations and experiences may influence
patients’ ability to adhere to wearing regimes and therefore it is important to further
investigate the patient lived experiences of wearing compression garments and how
these may influence wearing compression garments.
Qualitative research is designed to understand the meaning of how people see
the world and make sense of their experiences in order to gain in-depth insights. 26 It is
most suited to research questions where the experiences are relatively unknown.26 As
adherence to wearing compression garments has been minimally explored in the
literature, it is suggested that a qualitative approach be taken to further understand
individuals’ motivations and reasoning for wearing or removing compression
garments. The use of surveys with scales and closed questions that provide a pre-
determined list of responses may have restricted the freedom of participants’ answers
and potentially limited the depth of participants’ descriptions.4,7,18,19,20 Ripper et al. 6
and Martin et al.21 conducted qualitative studies that used semi-structured interviews
to gain an insight into the lived experience of wearing compression garments. These
studies provided a richer description of the experiences of wearing compression
garments than the surveys.
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When current research findings from both survey and qualitative studies were
examined in relation to the Ickovics and Meisler framework10 it is apparent that the
included studies largely reported on the patient related and treatment experiences of
wearing compression garments. Studies that reported on patient related experiences
highlighted the need for education and information related to compression garments.
Adherence literature has demonstrated that patient knowledge regarding their
treatment can positively influence adherence.10,11,12,27 Social support was also
identified in two studies as being an important patient related experience that may
influence adherence.4,6 Adherence literature has demonstrated with patients with other
health conditions that the level of social support available to patients has a strong
influence on adherence, with those patients who have a strong social support network
more likely to adhere than those who are socially isolated.8,12,28 Little investigation
has been conducted of the patient experience and patient perspective regarding the
style and timing of education required or what social support might involve, for
example contact with friends, other burn survivors or family. Treatment experiences,
including the side effects of wearing compression garments, were the most commonly
described experiences related to adherence in the included studies. Experiences
including skin itchiness, physical limitations and skin changes were consistently
reported.4,6,7 However, the reported proportion of patients who experienced these side
effects varied between studies.  Given this variation in reported rates, it is possible
that some patients may find that these side effects impact on their garment wear more
than others, which highlights the individualised nature of the patient experience of
wearing compression garments. It is important to further investigate the relationship
between these treatment experiences and the individual patient choices regarding
ongoing wear of compression garments.
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This systematic review also indicates limited exploration of how symptoms
associated with the burn injury (condition) impacted on wearing compression
garments. Johnson et al.4 revealed that higher burn total body surface area (TBSA)
(>8%) had a negative association with adherence, indicating that those participants
with smaller burn injuries had a higher adherence rate.  The reasons why different
TBSA led to higher or lower adherence rates was not specifically investigated.  These
reasons may be important to investigate, as the physical complications associated with
different TBSA injuries may impact the patient’s capacity to wear compression
garments.  For example, problems with range of movement and weakness, which are
more severe in higher TBSA injuries, may have a significant impact on the decision to
wear compression garments. If therapists were able to further understand the impact
of the burn injury on patients’ ability to wear compression garments, it might be
possible to further tailor treatment programmes and individualise wearing regimes.
To date, the exploration of the patient-provider relationship experiences and
access to the clinical setting during compression garment prescription and wear has
been limited.  The review identified only one study that included experiences
associated with the patient provider relationship or clinical setting, with participants
reporting that frequent contact with their service provider may increase their
adherence.4 Adherence literature has demonstrated that, in other clinical areas, patient
experience of accessing the service and interacting with the therapist impacts upon
adherence levels.10,11 Trust and collaboration during decision-making and allowing
the patient to be an active player in treatment choices has been found to be important
within adherence literature.29 In relation to health care systems where patients are not
able to access services due to geographical barriers, restricted hours of operation or
long waiting periods, adherence to treatment has been negatively affected.10 Patient
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experiences of accessing health care services requires ongoing research to explore it’s
potential impact on adherence to compression garment wear. It might be possible that
increased contact with service providers and opportunities to educate and overcome
experiences that limit wearing of compression garments, thereby improving adherence
rates.
This review was conducted to determine the extent and findings of research
into the lived experience of wearing compression garments and how this experience
may impact upon adherence. Patient related and treatment experiences have been
well investigated, including the participant knowledge levels regarding compression
garments and the potential irritation and discomfort of wearing compression garments.
Condition related, patient-provider relationship and health care system experiences
have only been minimally explored. The review also identified that limited research
has been conducted to understand the specific experience or set of experiences that
result in patients removing their compression garments. Alike results in the wider
adherence literature, lists of experiences of patient adherence have been able to be
identified, the effect of the particular experiences has not been identified30. The
individualised nature of each person’s experience and their response to this experience
is indicated by the different response rates of each experience. To date, the focus has
been on the experience of wearing the garment, but not how these experiences impact
garment wear from the patient perspective. By identifying key experiences that lead to
patients removing their compression garments, it may be possible to modify treatment
and system approaches to better align with patients’ needs and develop potential
interventions that promote adherence. Further research using qualitative methods is
required to gain a deep understanding of the patient perspective regarding the
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experiences of wearing compression garments with a focus on how these experiences
impact upon their ability to adhere to wearing them.
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Table 1. Summary of included studies
Reference Country Objective Methodology Sample Data Collection
Method
Cheng, Chan, Fong,
Lam, Leung, Lee,
Tsang, Wong and Wu
(1996)18
Hong
Kong,
China
Measure the subjective rating
of the effectiveness of pressure
therapy through patient’s
satisfaction in regards to
garments and their daily living.
Cross-sectional survey  70 participants from
across 7 burn centres
in China
Random selection of
burn patients in 2 week
time period
Survey with ordinal
results ranging from 1-
6 where 1 was very
dissatisfied and 6 very
satisfied
Tool was developed
by expert panel
associated with study
Johnson, Greenspan,
Gorga, Nagler and
Goodwin (1994)4
United
States
To determine how compliant
adult burn survivors are to scar
management program
To determine the factors that
enhanced or interfered with
pressure garment use
To determine the strategies
perceived to facilitate
compliance
Cross-sectional survey 145 participants
recruited consecutively
from New York burn
centre
Consecutive selection
of patients prior to
discharge
52 closed question
survey. Developed by
OT and PT
experienced in
rehabilitation
Hospital Anxiety and
Depression Scale
Lo, Hayter, Hsu, Lin
and Lin (2010)17
Taiwan Assess the impact of a
multimedia learning education
programme on knowledge,
anxiety, and pressure garment
compliance behaviour of
patient with burn injury
RCT 68 recruited and
randomly assigned
Nil description of
sampling method
KBRS – Knowledge
of Burns rehab scale
APS – Anxiety
Perception Scale
PGCBS – Pressure
Garment Compliance
Behavioural Scale
Martin, Bonas,
Shepherd and Hedges
United
Kingdom
Investigate a broad interest in
the lived experience of burn
Qualitative 8 participants
Purposive sample
Semi structured
interview
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(2016)21 patients
Ripper, Renneberg,
Landmann, Weigel
and Germann (2009)6
Germany To investigate the specific
problems and impairments that
patients wearing pressure
garments face and the
supportive aspects or resources
that help patients to continue
with therapy
Qualitative 21 participants
Randomised selection
of participants wearing
compression
Semi-structured
interview
Rosser (2000)19 United
States
To determine the level of
adherence to the regimen of
wearing pressure garments and
to determine what factors
affect adherence among adult
burn outpatients
Cross-sectional survey 64 outpatients
currently wearing
compression
Nil description of
sampling method
Pressure Garment
Adherence/ Non-
Adherence Survey
Two page
demographic tool
Stewart, Bhagwanjee,
Mbakaza and Binase
(1999)7
South
Africa
Investigate factors affecting
pressure garment adherence
from both patients and
therapists
Cross-sectional survey  6 occupational
therapists
23 burn patient adults
Purposive sampling to
reach saturation
Survey with open and
closed questions
Developed for study
by “pertinent
empirical research and
theory on adherence
behaviour”
Szabo, Urich, Duncan
and Aballay (2016)16
United
States
To summarise and critique all
published literature on patient
adherence to burn care
Systematic review Nil formal
combination of results
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Yohannan, Ronda-
Velez, Henriquez,
Hunter, Tufaro,
Marren, Sher, Gorga
and Yurt (2012)20
United
States
To evaluate specific burn
therapy interventions based on
the opinions of a sample of the
burn community
Cross-sectional survey Sample from World
Burn Congress – 164
participants
Convenience sample
Survey with 5-point
likert scale where 1 =
strongly agree to 5 =
strongly disagree.
Key:
OT = Occupational Therapist
PT = Physiotherapist
RCT = Randomised Controlled Trial
3.2 Additional reporting of methodology steps
In addition to the methodology reported within the published systematic
review, further information is presented here regarding the inclusion criteria, the
development of the search strategy and search strategy description. Although not
specifically stated within the published inclusion criteria, the search strategy included
literature reviews, grey literature, editorials and conference posters or presentations to
ensure that all available and appropriate information was captured.
To ensure search strategy rigour the Principal Investigator (NC) met with an
academic librarian from The University of Queensland to develop and complete the
search of literature. As the paper reports five databases were searched including:
PubMed, Cochrane Central, CINAHL, PsycINFO and OT Seeker. To accommodate
the different approaches of each database, a variety of MeSH and indexed terms were
utilised including Burns or Burn Injury; Compression Garment or Pressure Garment;
Patient Experience or Client Participation. A copy of the PubMed search strategy is
presented in Appendix C.
The systematic review authored by Szabo and colleagues (2016) was included
within our systematic review as it met the inclusion criteria and was relevant to our
research question. The included systematic review was analysed in the same manner
as the other included studies, including critical appraisal. The data extracted from
Szabo et al. (2016) was directly related to adherence to pressure garments.
Data that was presented in individual studies  (also included within Szabo (2016))
were analysed separately as part of the synthesis of the data.
3.3 Summary
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The findings of the systematic review highlighted the limited information
that is currently available to understand the patient experience of wearing
compression garments post-burn injury. In the preparation of this thesis document, an
updated search of the literature was undertaken and one further qualitative study was
identified by Pillay and colleagues (2016). This study utilised a phenomenological
approach to explore burn patient experiences of compression garments with data
collected from patient interviews. Results of this additional study (Pillay et al., 2016)
described barriers and facilitators to patient adherence. Barriers included the
emotional impact of the injury, physical symptoms, care requirements of the garment
and aesthetic factors. Support, inner strength and knowledge were reported as
facilitators. Pillay and colleagues (2016) study has provided further description of the
patient experience of wearing compression garments but has limited exploration of
specific patient experiences. The findings of Pillay and colleagues (2016) study have
been included within discussions in Chapter Six and Seven.
To the author’s knowledge, there has not been an in-depth exploration of
the patient experiences post burn injury, experiences that limit the wearing of
compression garments and what strategies or changes in service provision could be
implemented to improve the experience for patients. In particular there had been
limited description about the impact of wearing compression garments post burn
injury and the experiences of patients within the burn service. The findings reinforced
the need for patient perspective qualitative research to further explore the experiences
of wearing compression garments and how service delivery can be improved.
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Chapter Four: Methodology
4.0 Introduction
This Chapter describes the methodology, research aims and research questions
of this study. The qualitative approach employed is discussed along with a description
of participants, data collection procedures and method of analysis.
4.1 Aims and Research Questions
The overall objective of this study was to understand patient experiences of
wearing compression garments post-burn injury and how these experiences may be
improved. Two aims were developed to achieve this objective:
1) To explore the everyday patient experience of wearing compression
garments, including physical and emotional experiences and how wearing
compression garments impacted patients’ lives. This aim also included
exploring how these experiences impact upon the ability to continue with
garment wear and specifically why patients remove their garments. .
2) To explore how the experience of wearing compression garments could be
improved. This included gaining an understanding of the strategies patients
use to make putting on and wearing the garments easier and identifying
changes to service provision that could improve the experience of garment
wear.
By identifying key experiences that lead to patients removing their compression
garments, this study aimed to gather information to inform treatment and service
delivery approaches that better align with patients’ needs and result in increased wear.
The second aim, to explore how to improve garment wear, was important as increased
wear can reduce the development of hypertrophic scarring and resultant physical and
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psychological impairments. Aligning with these aims, the research questions were as
follows.
Aim one research questions:
1) What is the patient experience of wearing compression garments post-burn
injury?
2) How do individual experiences contribute to a patient’s ability to wear
compression garments?
3) What are the experiences that lead patients to remove their compression
garments?
Aim two research questions:
4) What strategies do patients use to allow for ongoing wear of compression
garments?
5) What are patients’ suggestions to change service provision to improve the
experience of wearing compression garments?
6) What are occupational therapist perspectives on patients’ suggested changes to
service provision?
4.2 Methodology
4.2.1 Research design. This research study utilised a qualitative research
design.  Qualitative research is the collection and analysis of text to investigate the
how and why questions of human existence (Guest, Namey & Mitchell, 2013).  It is
designed to understand the meaning of how people see the world and make sense of
their experiences (Merriam, 2009).  Qualitative research uses open-ended questions,
which allows participants to explain their responses fully.  A qualitative design was
advantageous for this study as it allowed participant perspectives related to
compression garment wear to be described in a rich and complete manner.  Another
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benefit to using a qualitative design for this study was that it allowed participants to
provide information that was not anticipated by the inquirer (Guest et al., 2013).  This
was important to ensure that the experience of compression garment wear was
comprehensively understood. The qualitative approach allowed participants to fully
communicate their perspective on the issues associated with wearing compression
garments and was appropriate to explore patient experience focused research
questions (Merriam, 2009).
4.2.2 Methodological approach. Interpretive description was chosen as the
methodological approach as it is an approach founded on developing clinical
understanding and informing clinical practice (Hunt, 2009; Thorne, Kirkham, &
MacDonald-Emes, 1997; Thorne, 2016).  The aim of interpretive description is to
identify themes and patterns among subjective perspectives to inform practice (Hunt,
2009; Thorne, 2016).  For this study, this involved obtaining patient perspectives on
the phenomena of wearing compression garments with the aim of improving the
practice of compression garment provision. Interpretive description provided guidance
in developing a coherent research design, orientating the research design towards the
clinical context and generating clinically relevant findings (Hunt, 2009; Thorne et al.,
1997; Thorne, 2016).
Interpretive description as an approach relies on sufficient grounding within a
discipline (disciplinary orientation) to understand its scope and boundaries and to
have an understanding of any problems or concerns within the discipline (Thorne,
2016).  As the Principal Investigator (NC) was working within the burns unit for two
years prior to the commencement of this research study, she held a level of
disciplinary orientation and a number of assumptions regarding the model of care. In
order to optimise the amount of disciplinary orientation but also limit the impact of
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pre-conceived assumptions on data collection and analysis, several steps were taken to
identify the Principal Investigator’s (NC) vested interests, personal experiences and
assumptions. These steps included, firstly, regular discussions with the advisory team
throughout the analysis process, where interpretations of all team members were
explicated and challenged. Secondly, a peer checking process was used whereby two
members of the research team independently coded data at each stage of the analysis
project. Thirdly, the Principal Investigator (NC) kept regular reflection notes
throughout the research process. These steps were completed to identify as well as
challenge any of the pre-existing assumptions and subsequent interpretations that may
have arisen from the Principal Investigator’s (NC) prior clinical experience and ensure
rigor in the methodological approach.
Alternate methodologies such as grounded theory or a pragmatic approach
were considered, however were considered as not being an optimal fit for the scale
and depth of this study. It has been noted that interpretive phenomenology has been
used by similar studies in the area (Martin et al., 2016). However, phenomenology
requires the researcher to focus on the phenomenon as experienced by each
participant with data collected by open-ended and in-depth interviews with
participants over a period of time with the opportunity of repeat interviews (Converse,
2011; Lopez & Willis, 2004) As this, study did not have the resources to mount a true
phenomenological approach due to practical restraints (of time, and human resources),
an approach that utilised a single interview with participants during the data collection
phase was adopted. Interpretive description was also seen as a better fit to answer the
clinical research questions that were posed. Interpretive description has been used in a
variety of health context were the aim of the research was to gain insights that can be
67
directly applied to clinic service provision (Hunt, 2009; Lasiuk, Comeay & Newburn-
Cook, 2013; Thorne, Con, McGuinness, McPherson & Harris, 2004).
4.3 Ethical Considerations and Approval
This study received ethical clearance from the Royal Brisbane and Women’s
Hospital Human Research Ethics Committee (RBWH HREC) as well as expedited
review clearance from the Behavioural & Social Sciences Ethical Review Committee
(BSSERC) of the University of Queensland.  Amendments were sought to the
research protocol on two occasions, with both amendments receiving ethical clearance
from the hospital RBWH HREC (approval reference number HREC/15/RBW/152 and
university BBSERC (approval number 2015000877). Ethics approval documents can
be found in Appendix A and B.
Participant involvement in this study was voluntary. The participant
information sheet and consent forms covered issues including informed consent,
confidentiality and beneficence and written consent was provided by all participants.
The participant information sheet and consent form can be found in Appendix D.
 4.4 Participants
4.4.1Sampling. Purposive sampling was used in this study.  Purposive
sampling refers to the identification and specific selection of individuals that are
especially knowledgeable about, or experienced with, the phenomenon of interest
(Palinkas et al., 2013).  There were two participant groups in the study, burn patients
and occupational therapists currently working within the burns unit. Burn patients
participated in interviews or a focus group and occupational therapists in a focus
group.
Burn patient participants in this study were recruited from the Royal Brisbane and
Women’s Hospital (RBWH) Burns Outpatient Clinic.  The Professor Stuart Pegg
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Adult Burns Unit at RBWH and its associated outpatient clinic is a major referral
centre for Queensland, Northern New South Wales, Northern Territory and the Pacific
Islands.   Patients attending the clinic were eligible for inclusion into the study if they
met the inclusion criteria of:
- 18 years or older
- Provided written informed consent
- Sustained a severe burn injury requiring compression garment management
with a TBSA >20%
- Wearing compression garments for at least one month
- Possessed basic English literacy to enable interview and completion of
questionnaires
This study required participation of adult patients with the ability to discuss, in
English, their experience of wearing compression garments, hence chilren and non-
English speakers were excluded.  The inclusion criteria of patients needing to wear
their compression garment/s for a minimum of one month, was decided upon so that
there had been sufficient time for patients to experience ongoing wear. Only patients
who had a severe burn injury, used compression garments and required long term scar
management were eligible because the study sought experiences of ongoing wear.
Patients with less severe injuries that heal quickly are unlikely to require the use of
compression garments.
Exclusion criteria included:
- Under age of 18
- Unable to read, write or speak English,
- Severe psychiatric illness with a history of psychosis
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The exclusion criteria were designed to exclude participants who may not be able to
provide complete and informed answers during interviews due to being unable to
speak English or impaired capacity to discuss their experiences, or those non-adult
patients aged between 16-18 who are often times treated at this burns centre rather
than a children’s hospital burns centre. All occupational therapists working within the
burn care caseload at the RBWH at the time of data collection were eligible for
inclusion in the therapist focus group, and were invited to participate in the
occupational therapist focus group.
4.4.2 Participant recruitment.
4.4.2.1 Burn patient interview participants. Burn patient interview
participants were recruited from the RBWH, with the assistance of the treating
occupational therapist within the outpatient clinic.  Patients with severe burn injuries
attend follow-up burn clinic appointments for approximately two years post-injury.
During these clinic appointments, patients are seen as required by all members of the
multidisciplinary team; surgeons, nurses, dieticians, occupational therapists,
physiotherapists, psychologists, social workers and speech pathologists. This clinic
provided an appropriate environment to identify potential participants at the time they
were being reviewed by their treating occupational therapist.
The occupational therapy burns team at the RBWH was educated regarding
the inclusion and exclusion criteria of this project.  If a seemingly appropriate patient
was being reviewed in the clinic, the treating therapist reviewed the inclusion and
exclusion criteria against the patient medical record.  If the patient was deemed
eligible, the treating therapist provided a brief description of the study and asked the
patient if they were willing to hear more about the project from the Principal
Investigator (PI)(NC).
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The PI (NC) was then contacted by the treating therapist, to review the patient
for potential inclusion within the study.  The PI (NC) then immediately attended the
clinic and confirmed eligibility and discussed the study with the prospective
participant. If the patient provided informed consent and was available to complete
the interview that same day, it occurred after the completion of their clinic
appointment.  If the patient was not able to complete the interview on the same day as
their clinic appointment, the PI scheduled an alternate appropriate time, usually after
another outpatient clinic appointment.  The recruitment process is shown as Figure 2
included in Appendix E.
4.4.2.2 Burn patient focus group participants. The recruitment of burn
patients for a focus group was initiated as a form of member checking for the
interview data. Member checking is a process by which participants review a
synthesis of participant experiences and allow participants a chance to reflect on the
extent to which they agree or disagree with the researchers’ interpretation of data
based on their own experiences (Thorne, 2016). Member checking was attempted with
the interview participants, however all participants were unavailable to participate. Of
the 11 participants, four were unable to be contacted and the remaining seven
declined. Reasons for declining participation included patients being finished with
their burn rehabilitation and wishing to no longer discuss that stage of their life and to
progress to the next stage in their life post-burn injury, with some commenting they
had “moved on” from the service. In order to discuss and confirm the interpretation of
themes, the burns support group that was facilitated by the hospital’s charitable
foundation was approached.
The support group accepted the proposition of one of their monthly meetings
being utilised for a focus group. All members of the support group were invited to
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attend and participate. In total, four burn patients attended the focus group and
provided signed consent to participate in the study.
4.4.2.3 Occupational therapist participants. All burn occupational therapists
currently working in the burn unit at the hospital were invited via email to participate
in a focus group. One of these occupational therapists consented to participate but was
unable to attend. Five therapists participated in the focus group, four from the hospital
and one private practitioner working at the hospital.
4.4.3 Participant Sample. Eleven burn patients were recruited from the
outpatient clinic setting over a twelve-month period for interviews, while a further
four burn patients were recruited from the hospital burns support group. Participants
in the sample varied in age, size and location of burn injury, and were of both genders.
Demographic information and burn injury description of all patient participants is
presented in Table 2 (Appendix F). The size of burn injury ranged from 10% to 90%,
with an average of 41%. At the time of the interviews, the average number of
garments being worn daily by each participant was five garments, for example one
pair of tights, one vest, two gloves and one facemask.
The occupational therapist participants had varying levels of experience with
treating burn injuries, ranging from 0.5-36.5 years. All occupational therapists were
women, which is reflective of the female dominated nature of the occupational
therapy profession in Australia (Meade, Brown & Trevan-Hawke, 2005).
4.5 Data Collection
4.5.1 Burn patient interview. Data were collected on a single occasion with
each participant using a semi-structured interview. The interview was informed by the
five broad categories of adherence described within the Ickovics and Mesiler’s (1997)
framework (patient, treatment, patient-provider relationship, clinical setting and
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condition).  The interview schedule was designed in accordance with the information
obtained from the systematic review presented in Chapter Three, to ensure that the
gaps within the literature on adherence to compression garment wear would be
addressed (Appendix G).
The topic areas of the interview were planned to elicit in-depth information on
patient perspectives regarding wear of compression garments and potential
improvements to the experience of wearing compression garments.  The open-ended
questions in relation to wearing compression garments included questions on the fit
and feel of the garments, perceptions of effectiveness, how often they wore their
garments and when and why they removed their garments. Questions regarding
activity limitations, daily routines, wearing garments in public and special occasions
were included as these topics had been raised in the literature as important to the
garment experience and impact on garment wear. Questions about patient and
therapist interactions, access to clinical services and patient perspectives on potential
recommendations to change service provision were also included. The semi-structured
approach to the interview allowed patients to describe their experiences in their own
words, but also allowed for prompting or guidance from the interviewer if participants
found it difficult to explain their experiences or perspectives.
Two occupational therapists conducted the participant interviews, one was an
experienced therapist in clinical settings and the other was the PI (NC). In order to
train the interviewers, a mock interview was conducted between the interviewer and a
member of the research team, experienced in interviewing, who played the role of a
burns patient. This also allowed testing of the interview process and resulted in some
re-wording and re-ordering of questions. Questions regarding the garments each
patient had and their wearing regimens were moved to an earlier section within the
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interview structure to allow for an introduction to the interview and prompted
participants to tell their story more naturally as a narrative.
The two interviewers were not involved with the provision of therapy services
to the recruited participants. The first nine interviews were conducted by an
occupational therapist who was not part of the research team, and who was trained by
the research team to complete the interviews using the method described earlier.
Towards the end of the interview data collection process, the PI (NC) was no longer
working at the burns unit, and was thus able to complete the final two interviews as a
non-treating therapist.
The interviews were audio recorded and transcribed verbatim. Each interview
was completed at the Occupational Therapy Department within the hospital at a time
that was suitable to the patient. The average interview length was 29 minutes with a
range from 17 minutes 19 seconds to 51 minutes 26 seconds.
 At the completion of the transcription process, participants were contacted
and invited to review a written summary from their interview.  All eleven interview
participants chose not to review data or participate in further questions as described
earlier in section 4.4.2.2. Therefore, the burn patient focus group was conducted as a
method of checking interpretation of the interview data.
4.5.2 Burn patient focus group. The focus group occurred at a single time
point at the Hospital Education Centre at one of the support group’s monthly
meetings. The focus group used open-ended questions on the themes that emerged
from the analysis of the interview transcripts and sought any further perspectives on
the experience of wearing garments. These questions aimed to provide clarification on
the interpretation of the analysis and facilitate discussion of any further experiences of
garment wear or suggestions for service modifications that were not described by the
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interview participants. The focus group was facilitated by two members of the
research team (NC and JS) and was audio-recorded and transcribed verbatim for
analysis.
4.5.3 Occupational therapist focus group. In order to gain therapist
perspectives a focus group was conducted with the occupational therapists working
within the burn unit at the hospital. Open-ended questions were used to stimulate this
discussion and focused on the suggested recommendations for service changes that
had been provided earlier by the burn patient participants.  Questions were designed
to explore the therapists’ perceptions on feasibility of incorporating some of the
patient suggested recommendations and how these recommendations may be
incorporated into everyday practice. The focus group was completed by the same two
members of the research team as the earlier burn patient focus group, and was then
audio-recorded and transcribed verbatim for analysis.
4.6 Data Analysis
Data analysis in this study was based on the six stages of thematic analysis as
described by Braun and Clarke (2006) as depicted in table 2.0.
Table 2.0 Bruan and Clarke Phases
Phases Description of analysis
1. Familiarising
oneself with data
Data transcription; reading and re-reading of transcripts;
noting down initial ideas
2. Generating initial
codes
Coding interesting features of the data in a systematic
fashion; collating data relevant to each code
3. Searching for
themes
Collating codes into potential themes; gathering all data
relevant to each potential theme
4. Reviewing themes  Checking if themes work in relation to code extracts and
data-set; generating a thematic map
5. Defining and
naming themes
Ongoing analysis to refine each theme; generating clear
definitions and names for each theme
6. Producing the
report
Selecting compelling extract examples; final analysis of
selected extracts; relating the analysis back to the research
question.
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In order to enhance rigour, a number of methods were used throughout the
analysis process including reliance on the research team to compare and develop
insights, constant reflection of my own assumptions and biases and clarification of
interpreted analysis (Patton, 1999: Sandelowski & Barroso, 2003). The research team
was comprised of four members, all of whom were occupational therapists. Three
were university-based academics with only one having experience within the clinical
burn environment, and myself, who was still based in the clinical setting during some
of the data collection. My research team were able to provide an external viewpoint to
the clinical environment to ensure that the data analysis was not overly influenced by
my clinical assumptions. Throughout the research study, especially during data
analysis, I engaged in constant reflection individually and with the research team to
analyse, compare and reach consensus. As described earlier in 4.4.2.2, member
checking was attempted with burn patient interview participants to ensure that data
analysis and interpretation was accurate. The focus group with the burn support group
provided a means of member checking, where the analysed data was presented and
discussed with the group to ensure appropriate interpretation.
4.6.1 Burn patient interview data. Following the steps of Braun and Clarke
the interview transcripts were initially reviewed by two members of the research team
(NC and TA). Initial ideas of patient experiences and recommendations were noted
using an inductive process (phase one) and a list of 18 initial codes was generated that
represented the interesting features of the data included, for example, garment
appearance, garments in public, attitudes towards garments, strategies used, burn
symptoms, daily routine and garment sensations (phase two). Through regular
meetings between TA and NC some codes were combined until consensus was
reached on 13 final codes and were grouped into four potential themes (phase three).
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The four themes included: experiences of wearing compression garments and how
they have helped; impact of wearing compression garments on everyday life; service
experiences; and advice and recommendations.  The grouping of the 13 codes with the
four themes was reviewed to ensure that all data was captured and represented within
a thematic map (phase four). Themes were modified to ensure that all data were
captured and clear definitions for each theme were developed (phase five). For
example, the theme of “Experiences of wearing compression garments and how it has
helped” became “What it feels like” because the data associated with garment
effectiveness was moved to the “Impact of wearing” theme.
At the completion of the data analysis of burn patient interview there were
four distinct themes. The themes “what it feels like”, “experiences as a patient in the
burn service”, “the impact of wearing a garment”, are reported within Chapter Five
with extracts of data to illustrate each theme in relation to the aim of this study (phase
six). The theme “advice and recommendations” was combined with further data on
this topic from the patient focus group and analysed further. The findings related to
this theme are presented in Chapter Six.
4.6.2 Burn patient focus group data. The burn patient focus group data
analysis followed the same six phases and started with the same two members of the
research team (NC and TA) reviewing the transcript (phase one) and generating a list
of 14 initial codes (phase two). Examples of these codes included garment experience,
garment appearance, daily routine, garment education and strategies used. The list of
codes was discussed and consensus was reached by the two researchers (phase three).
As the focus group discussion was based on the four distinct themes from the burn
patient interview analysis, the codes were then collated using a more deductive
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process, where the codes were distributed among the earlier themes using a thematic
map (phase four).
Although this more deductive process was used, new concepts were allowed to
emerge. However, all the codes that emerged fit within the existing themes for
example “daily routine” fitting into the theme of “the impact of wearing a garment”.
The same four theme definitions from the earlier interview data analysis were
retained, however the data from the focus group provided more depth within each
theme (phase five). Data from the focus group themes “what it feels like”,
“experiences as a patient in the burn service” and “the impact of wearing a garment”,
has been reported alongside the data from the burn patient interviews in Chapter Five.
The theme “advice and recommendations” was further analysed at this stage and
separated into two themes, “patient strategies” and “recommendations for service
provision”. These two themes included burn patient interview and focus group data
and is presented in Chapter Six alongside occupational therapist data.
4.6.3 Occupational therapist focus group data. The occupational therapist
focus group was designed to gather therapist perspectives on the themes identified
from the burn patients (interview and focus group participants), “patient strategies”
and “recommendations for service provision”. The same six phases of thematic
analysis were utilised when analysing the occupational therapist focus group
transcript. To ensure consistency with the patient data analysis, the same two
members of the research team (NC and TA) reviewed the transcript and generated a
list of initial codes. An inductive process informed the development of the codes,
where codes emerged from the data and were not guided by the earlier analysis.
The reviewers agreed upon a list of 15 codes, which included, for example,
individual experience, education and impact of peer interactions. These codes from
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the occupational therapists were combined with the “patient strategies” and
“recommendations for service provision” themes from burn patient interviews and
focus groups.
Data was then re-categorised and consensus was reached on three themes:
patient strategies, what patients want, and access to professional development; The
first theme, “patient strategies” included only burn patient data, and the themes of
“what patients want” and “access to professional development” included both
therapist and patient data. These themes are presented in the paper outlining the
strategies used by patients and potential modifications to the burn service in Chapter
Six.
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Chapter Five: The experience of wearing compression garments after burn
injury: “On the inside it is still me”
5.0 Introduction
This Chapter includes the manuscript of the second paper generated from this
research project, which reports on findings from the burn patients interviews and
support group focus group. This paper has been accepted by the journal Burns and at
the time of thesis submission is in press. This paper presents the findings of the three
themes from the burn patient perspective that described the patient experience and
discusses these themes in comparison to current literature.
5.1 “The experience of wearing compression garments after burn injury: “On
the inside it is still me”
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Abstract
Background
Compression garments are widely used for the management of hypertrophic scars,
however, the patient experience of wearing compression garments remains minimally
explored.
Objective
To gain an understanding of the patient experience of wearing compression garments
post-burn injury, including why patients remove their garments.
Method
Interpretive description was the methodological approach used in this study. Semi-
structured interviews and a focus group were used to gain in-depth insights into the
lived experience of wearing compression garments.  Thematic analysis revealed key
themes across the data and member checking confirmed data interpretation.
Results
Three main themes related to wearing compression garments were identified: what it
feels like to wear compression garments, what it is like to be a patient within a burns
service and the impact of garments on patients’ lives and recovery.
Conclusions
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The results highlighted a variety of influences that affected the individual experience
of garment wear, highlighting the need for a patient centred approach by burn service
providers.
Keywords
§ Burns
§ Compression Garments
§ Qualitative
§ Lived experience
The experience of wearing compression garments after burn injury: “On the
inside it is still me”
Introduction
Burn injuries often result from catastrophic events, with individuals sustaining
complex and multiple impairments that require extensive medical treatment and
rehabilitation [1,2,3,4] . During rehabilitation, patients are requested to adhere to
lengthy, at times painful, and intensive rehabilitation programmes [5,6]. Hypertrophic
scar prevention and management remains a critical component of these programmes
and while there is continued research and development of new interventions and
technologies, the dominant method for the prevention and management of
hypertrophic scar continues to be the use of compression garments [7].
For over 40 years compression garments have been used with the intent of
exerting firm pressure over the burn injury to influence scar formation and
progression [8,9]. Direct influences of wearing compression garments include
reduction in scar growth, reduction in collagen nodule size and decreased scar tension.
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Compression garments have been reported to reduce hypertrophic scar growth in 60-
85% of patients [10,11,12]. Experts within the burn community of practice
recommend that compression garments be worn for 23 hours each day [10,13]. This is
to ensure that sufficient pressure is applied to inhibit scar growth and therefore
optimise scar management [10,14,15]. To have a lasting influence on hypertrophic
scar tissue, experts recommend garments be worn until scar maturation has occurred
[15,16,17]. This can range from twelve to eighteen months post-injury or sometimes
longer [15,16,17].
During these long wearing regimes, it is recognised that patients can
experience pain, heat intolerance, and skin breakdown and that these complications
may impact upon the patient’s ability to adhere to garment wearing schedules
[16,18,19,20]. Given the significant impact of not adhering to compression garment
wear, which includes increased scarring, it is important to identify the patient
experience of compression garment wear, and understand how this affect ongoing
wear or adherence.
Adherence is a phenomenon that involves a complex interaction between the
individual, the health care professional, the environment and the community in which
the person lives.  Both health care providers and patients are required to play a role to
achieve appropriate adherence.  A framework that provides a conceptual basis for
understanding adherence was developed by Ickovics and Meisler [21].  It includes
experiences linked to (1) the patient, (2) the treatment, (3) the patient-provider
relationship, (4) the clinical setting, and (5) the condition [21,22]. The framework was
developed from research into medication adherence in an acquired immune deficiency
syndrome (AIDS) population and has since been applied to adherence research in a
range of healthcare settings [22].
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Patient perspective research is important to ensure that health care providers
have an understanding of the experiences that may both limit and enhance a patient’s
ability to continue with recommended treatments. Thus far, research investigating
compression garment experience is limited, with only four studies evaluating the
patient’s experience of wearing compression garments post-burn injury and one
systematic review [18,19,20,23, 24]. These studies have explored the patient and
treatment experiences, with a focus on the potential side effects of wearing
compression garments [18,19,20,23,24]. However, as indicated in a recent systematic
review, limited research is available to understand the specific experience or set of
experiences that result in patients removing compression garments [24]. The aim of
the current study was to gain an understanding of the patient experiences associated
with wearing compression garments post-burn injury and to identify reasons that
patients remove their garments and discontinue their wearing schedules.  This will
lead to enhanced understanding of key patient experiences of wearing compression
garments and the decisions associated with ongoing wear. With increased health care
provider understanding and insight, it may be possible to enhance the experience of
wearing compression garments and adherence by modifying compression garment
service provision.
Method
Design
To gain in-depth insights into the lived experience of wearing compression
garments, a qualitative research design was used to understand burn patients’
experiences of wearing compression garments and their motivations around removal
of garments [25]. The benefit of open-ended questions as part of a qualitative research
design is that they allow participants to fully explain their responses to gain a rich
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description of their experiences.  This study used Interpretive Description (ID) as the
overall approach to understand the lived experience of wearing compression
garments. Developed in the 1990s by Thorne, Reimer Kirkham and MacDonald-Emes
[26], ID is a qualitative methodology that focuses on developing research knowledge
that can inform clinical practice [27]. It provides a logical structure and philosophical
rationale to form a suitable research design for qualitative inquiries [28], and it assists
with the identification of themes and patterns among subjective perspectives and the
generation of clinically relevant findings [27].
Ethical Approval
Approval for this study was gained from the Royal Brisbane and Women’s
Human Research Ethics Committee (RBWH HREC)(EC00172) (approval reference
number HREC/15/RBW/152) and The University of Queensland Medical Research
Ethics Committee (approval number 2015000877).
Participants
Purposive sampling techniques were used to recruit participants from an
outpatient clinic in one of the burn units in Australia. The lead researcher recruited
adult patients from the clinic setting in accordance with the inclusion criteria of
having sustained a severe burn injury that required the person to wear a compression
garment. Severe burn injury was determined by a Total Body Surface Area (TBSA) of
20% or higher and requiring surgical wound management including skin grafting.
Exclusion criteria included being under the age of 18; unable to read, write or speak
English; or having history of a severe mental illness including psychosis. This was
designed to exclude participants who may not be able to provide complete and
informed consent. In order to collect a diversity of patient experiences, participant
selection was designed to ensure a range of participant characteristics including
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gender, age, and location of burn injury, and size of burn injury as determined by
TBSA.
Eleven participants were recruited to the study over a twelve-month period.
Participant demographic information and burn injury description is presented in Table
2. The size of burn injury ranged from 10% to 90%, with an average of 41%. At the
time of the interviews, the average number of garments being worn daily by each
participant was five garments, for example one pair of tights, one vest, two gloves and
one facemask.  The type of garments that participants were wearing included all 11
participants wearing bilateral gloves, 10 wearing long tights, 10 wearing long sleeved
vests and 7 wearing facemasks.
The interviews were conducted, on average, 9.5 months  (3-19months range)
post-burn injury, in order for participants to have had time wearing compression
garments to report on experiences. All participants were still wearing compression
garments at the time of interview.
Data Collection
 Data were collected using a semi-structured interview schedule that included
open-ended questions designed to elicit the participant’s experiences of wearing
compression garments. Each participant interview was conducted by an occupational
therapist not involved in the treatment of the patients. The first nine interviews were
conducted by an occupational therapist not part of the research team who possessed
extensive interview experience and was further trained by the lead researcher to
complete the interviews. Partway through the data collection, the lead researcher was
no longer a treating burn therapist, and was thus able to complete the final two
interviews.
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The interview schedule was constructed to reflect the different aspects of the
Ickovics and Meisler [21] framework of adherence in order to cover the variety of
patient experiences that may have influence garment removal. The main topics
discussed included what it feels like to wear compression garments, patients’
compression garment understanding and knowledge, burn injury related experiences
such as scarring and other skin changes, experiences of the burns service and the
health care professionals who treated them. The interview was role-played with a
member of the research team for piloting, after which refinements to the questions
were made. Further amendments were completed to the interview structure after the
initial five interviews were analysed to ensure greater depth was gathered from all
interview questions and further exploration of patient experiences was achieved. Each
interview was completed at the hospital’s Occupational Therapy Department at a time
convenient to the participant and were on average 29 minutes (range 17 minutes
19seconds to 51 minutes and 26seconds). Each interview was audio recorded and later
transcribed verbatim.
Data Analysis
Utilising the six phases of thematic analysis as described by Braun and Clarke,
[29] two members of the research team independently reviewed the data noting initial
ideas (phase 1) and then generating initial codes (phase 2).  At this stage 18 codes
were identified such as garment appearance, garments in public and garment
sensations. Through regular meetings consensus was reached and some codes were
combined to reduce the number of codes to 13 which were collated into four initial
theme (phase 3). The four themes were reviewed in relation to the 13 codes from
phase 2 and represented within a thematic map (phase 4). Phase five included the re-
naming of themes to ensure all data were captured and clear definitions of each theme
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were presented (phase 5). For example, the first theme of experiences of wearing
compression garments and how it has helped became “What it feels like” because the
data associated with garment effectiveness was moved to the “impact of wearing
theme”. The final phase of analysis is presented with the results with compelling
extracts of data reported in relation to the aim of this study.
Member checking was attempted with the interview participants; of the 11
participants, four were uncontactable and the remaining seven declined participation
in a member checking exercise. The main reasons for declining participation was that
participants had “moved on” from the service and no longer had time to participate.
As data member-checking with the original interview participants was not possible, a
focus group with four patients from a support group facilitated by the hospital’s
charitable foundation was conducted as a form of member checking. These
participants demographics are presented in Table 1. The focus group was audio-
recorded, transcribed and then analysed using the same six phases of analysis as
completed with the interview transcripts. Upon reviewing the themes with the original
codes (phase 4) it was established that the focus group codes and themes were
consistent with the themes from the semi-structured interviews. Excerpts of data from
the focus group are included within the findings alongside the interview data. All
names have been replaced with pseudonyms to protect the identity of participants.
Results
Participants described their experiences of compression garments and the
varying impacts of wearing compression garments. Three distinct themes were
identified, being: what it feels like to wear a garment, experiences as a patient in the
burn service, and the impact of wearing a garment.
What it feels like
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Participants spoke about what it feels like to wear the compression garments
and explained the physical and emotional reactions to wearing compression garments,
including emotions associated with being seen wearing the garments in public.
Physical reactions that were consistently reported by all participants included
difficulties wearing the compression garments due to one or many of the following: a
feeling of excessive hotness, skin irritation, the presence of itch and increased pain
when wearing the compression garments. Chloe raised a common issue when she
stated:
So you definitely get hotter with them on, and yeah once you are hot and
sweaty there is itching and rubbing and things like that. (interview, aged 24)
Another physical sensation that was reported as problematic for participants was the
feeling of movement restriction. For example, Sarah stated:
 Yeah very restrictive. Especially when they’re new, you walk like the Michelin
Man.     (interview, aged 43)
All participants reported challenges in the initial stages of wearing compression
garments, yet despite experiencing some initial negative physical sensations, they
were all able to habituate or as Chloe reported, “Get used to” wearing the compression
garment over time. Lucy described this feeling when she said:
It is uncomfortable, but wearing [the garment] all day every day, most of the
time I realised that I don’t notice. (interview, aged 56)
Chloe further demonstrated the initial difficulties associated with wearing
compression garments, followed by her gradual adjustment to the regime:
I think I am not so bothered now. Like initially I was horrified at the fact that I
would have to wear these things and it was awful but I think you just start to
work with it. (interview, aged 24)
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It became apparent that the participants underwent a process of learning to adjust to
their pressure garments and that they adapted to the demands of garment wearing.
Lainey explained it thus:
The way you get used to them is incredible, I think it is incredible. You just
get used to it; it’s amazing what you can get used to. (interview, aged 35)
A number of different emotions related to compression garment wear were
discussed by participants, with such emotions influencing how and when participants
wore their garments.  These choices about garment wear, were in relation to the
appearance of the garment, attitudes to garment wear, difficulties with face mask
garments and opinions on wearing compression garments in public. The first
significant emotional response related to participants’ concerns about their appearance
when wearing compression garments. Chloe, a young woman, explained her approach
to incorporating garment colour and design into her appearance:
Especially for a girl it is quite hard to find clothes that will go with it. Yeah I
have gone for darker colours and I have some beige as well. So I can kind of
work them in to my outfit and be a bit more confident I guess. (interview, aged
24)
In contrast, Lainey and three others participants described making bold
decisions when choosing the appearance of their compression garments. Lainey said:
 I was making a very conscious decision about that when I choose not to have
that [beige]. Because I wanted it to be obvious that I was wearing something
unusual so that people weren’t going to [say], “ What is that?” [in a quizzical
manner]. I wanted to make sure that it was clear and that people didn’t need
to do that. (interview, aged 35)
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A second emotional response that was identified related to participant’s
positive attitude towards wearing the garment. This was described by a number of
participants and captured by Grace when she said:
Yeah, and I don't care that I’m wearing black skins and black gloves as long
as I’m happy and I feel good.  (interview, aged 50)
The emotional responses reported by participants did not seem to be garment type
dependent, with the exception of facemask garments. Wearing a facemask led to
heightened emotional challenges for the five participants who had facial burns.  These
challenges included, difficulty adapting to the physical sensations of the garment and
the emotional responses of others. Chloe described:
And the facemasks – I think that is the worst of them all; it is pretty
daunting…Like your head is being compressed and your face is being
compressed. (interview, aged 24)
Mixed views were reported regarding participants wearing their compression
garments in public. Some recounted unfavourable experiences they had had and
behaviours they used to cope in such situations. Lainey described her struggle and
change of behaviour when wearing compression garments in public:
 I know that I have changed my behaviour because of it. Rather than not
wearing my garment I tend not to look at people in the eyes when I am walking
around as much as I used to because I know that they will be looking at me. I
have noticed that. Because yeah, you just get sick of people looking at you.
(interview, aged 35)
In contrast, others described adopting a mind-set that was more accepting of
themselves, such as Daniel who said:
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I don’t really mind walking around in public with my facemask or my
garments on now, it is just sort of part of my everyday life, (interview, aged
45)
Similarly, Grace stated:
I didn’t care because on the inside it is still me. And if I’m happy and I don’t
have a problem with it; why should other people? (interview, aged 50)
Three of the participants described wearing garments in public as a chance to educate
the community. Dylan explained his attitude to wearing garments in public,
I don’t worry about it. It gives me an opportunity to give some advice to
people. (focus group, aged 57)
Burn Service Experiences
Participants reflected on what it was like to be a patient in a burns unit and a
consumer of the burns service, from acute management on the ward through to
outpatient settings. Reported experiences included staff treating participants with
respect leading to trusting relationships, participant appreciation of the burn service,
availability of therapists, peer support, and education. Tyler reflected on the care
given to him by one therapist when she was completing the delicate measuring
process for full body compression garments “Yeah she was great, she was really good
but very respectful of my body”  (interview, aged 25). Barry described feeling a sense
of appreciation of being a consumer of the burn service:
Yeah you don’t want to take the mickey out of the system because it is free. The
garments that cost so much, and well you guys take a lot of effort and, like for
your clients I guess, to get them back on the road… You just try to do the right
thing by everybody, by wearing and doing as you are told and wearing the
garments, rocking up to your appointments on time. (interview, aged 36)
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Suitable availability of therapists was also discussed by a number of
participants. This was captured by Courtney when she reported:
 I can just come speak to them whenever I want, pretty much if there is a
problem. My questions might have been a little bit left field but they were
always answered professionally .(interview, aged 40)
However, not all experiences recounted by participants reported suitable
availability of therapists.
I don’t think there is enough therapists. Especially when you are an outpatient
[clinic]  .…So they don’t have long enough and are always in a hurry Lucy
(interview, aged 56)
Another critical experience reported regarding the burn service related to the
availability of peer support. It was identified by six participants that the burns service
and team lacked input from previous burn survivors. Doug captured this view when
he explained:
I mean we’ve got the whole team looking after us. But the one piece in that
team that’s missing is someone else in the same situation. (interview, aged 61)
Further support and mutual understanding from contact with other peers was
described by May:
Yeah because my one, is quite easy to see and then you will have the eye
contact with the others [patients], and you understand what it feels like when
you are wearing the gloves. (focus group, aged 32)
Participants reported varied experiences with respect to the education that was
provided within the burns services including the style of instruction, timing and
amount. The education was reported to be provided in both verbal and written
formats. Daniel reported,   “It was verbal and normally just, “You’ve got to wear them
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23 hours a day” (interview, aged 41). And Barry who laughingly reported that, “I had
a lot of paper work given to me. ” (interview, aged 36)
Experiences related to the timing of education was discussed by a number of
participants. Courtney provided her thoughts on the timing of education she received,
stating:
You don’t want to be bamboozled with all that information about compression
gear when you are trying to deal with just leaving hospital. (interview, aged
40)
Differing views on the perceived amount of information received by
participants regarding their compression garments was discussed. Approximately half
of the participants reported that enough education was provided as illustrated by
Sarah’s description:
I’ve been given all the information from day dot. This is what’s going to
happen, this is where you’re going to be in six months time (interview, aged
43)
Whereas the other half of participants described wishing they had more
information. Dylan’s report summarised his experiences of limited education:
You need more information on everything. They don’t tell you anything until
you need it or maybe you needed it a month ago. (focus group, aged 57)
The Impact of Garments
Participants explored the impact of wearing compression garments on their
lives and recovery. Topics such as activity restriction, reasons why garments were
removed and the impact of wearing compression garments on scarring were
discussed.
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Activity restrictions were consistently reported by participants, including
restrictions performing self-care tasks such as showering, toileting and eating, as well
as restrictions in other daily tasks including exercises, home activities and work
responsibilities. Participants who wore gloves for hand burns reported the greatest
interference to their activities. Courtney, May and Chloe describe this, that wearing
compression gloves impacted their ability to do everyday activities and led to them
removing the garment,
Yep definitely my gloves, in terms of typing… I’m on a computer all day and I
am very naughty and I don’t wear them at work. Or I go to and when I type, I
am just not as fast or as effective with them, the gloves. Courtney (interview,
aged 40)
May described difficulty completing daily eating activities: “I’m using the gloves for
eating. It can be quite slippery with chopsticks.” (Focus group, aged 32)
When Chloe was asked, when do you take off the garments she responded:
Oh I guess things like washing, obviously you can’t wear gloves doing that.
Eating, going to the toilet, doing the washing. Yeah I guess chores.
(interview, aged 24)
Most participants also reported removing their garments for special occasions,
particularly if they needed to dress more formally.
Um so I usually don’t put my garments on if I have like a special event to go
to… Like if I have a special event where I am wearing a dress or something
like that. Dressing up a lot then I usually don’t wear them. Chloe (interview,
aged 24)
In addition to activity restrictions and special events, participants mentioned a
number of reasons for garment removal, both physical and emotional. Physical causes
95
described by individual participants included burn symptoms such as itch and heat.
Lainey describes the impact of itch:
There are times when I have just pulled it off because you want to scratch your
skin or you want to move or it just feels too tight. Yeah absolutely there can be
times like that when you just want to take it off. (interview, aged 35)
The impact of heat was described by Aaron, “There are days where, um, you know,
the heat is just so extreme, or the humidity … During summer it was pretty difficult to
try and keep everything on.” (interview, aged 30)
Garment design also contributed to physical symptoms that led participants to
stop wearing their garments. For example, Grace stated:
I had the collars removed because it was too sweaty and uncomfortable and
then if I got sweaty and uncomfortable I just want to rip it all off. (interview,
aged 50)
 There were also emotional reasons that led participants to remove their garments.
Anxiety was described by Chloe:
Ahhh. I think for me, sometimes I can get quite anxious, and once I start
getting, especially with my facemask again- if I start getting kind of really
aware that I am wearing it and really aware that is it super tight, I will start to
get a bit anxious and I might take it off then. (interview, aged 24)
Despite a number of activity restrictions and reasons for removing
compression garments, the impact of wearing garments on scarring was consistently
reported by all participants to be positive. Positive impacts included flatter scars, less
redness in scar, softer scar areas and improvements in aesthetic appearance. These
changes were summarised by Daniel,
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Well you see a change in texture and stiffness in the actual scar itself. Umm
but I am starting to now see a change of colour so starting to get a lot more
white skin through the red just sort of breaking through. So you can sort of see
that is working and doing it’s job. (interview, aged 41)
He further reported that seeing improvements in his scar assisted him with ongoing
wear of his garments:
After that time seeing some results has made it a lot easier to think that I’ve
got to wear my garments as much as possible.  (interview, aged 41)
Discussion
The study provides a rich understanding of the experiences associated with wearing
compression garments post-burn injury. Participants described their own individual
experiences of garment wear, their perspectives on the impact of wearing compression
garments and the experiences that led to the removal of compression garments.
The theme, “what it feels like” to wear compression garments expanded on the
existing literature, particularly in relation to the negative side effects of wearing
compression garments. These negative physical experiences have previously been
identified as itchiness, heat and skin changes  [18,19,20], which were evidently also
relevant to the participants in this study.  However, while these physical symptoms in
some cases led to difficulties with initial garment wearing, the participants were able
to adjust to these negative sensations and, over time, accommodate them to the extent
that they were often no longer noticed. This finding of accommodation supports the
results of previous burn rehabilitation studies that explored patient perspectives
related to recovery and adaptation to life after burn injury  [32,33]. Dahl [32] reported
that an important part of a patient’s coping ability was associated with “getting used
to it” and described an adjustment to life after burn injury. A similar finding was one
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of the main themes reported by Martin and colleagues [23] who stated that the
garments “integrated into their physical selves as a supplementary skin”. This sensory
accommodation may have clinical implications, being an important message to share
with new compression garment wearers. This knowledge that the physical sensations
may become less noticeable may assist new wearers to overcome the initial
discomfort associated with wearing compression garments and be motivated to
continue wear.
With respect to patient experiences of the clinical service, it is oft-times
reported that education to improve patient knowledge regarding their treatment could
positively influence adherence [21,22,34,35]. Previous burn literature has explored
patient knowledge and their perceptions of education and has reported varied findings
including differences in amount, timing and delivery style of information
[18,19,20,36,37]. Findings of the current study were consistent with past research
[18,19,20,37] in that there were differences in reported education received by
participants, in terms of format (verbal or written), timing and amount of information
provided.
An important insight from this study was the strong focus placed upon
learning from each other and the idea of peer support to assist in learning about
compression garments. Peer support may be able to assist in the educational process
as other burn injury patients have an understanding from their own personal
experience [38]. Peer support programs have been utilised with success in a number
of different health care fields including mental health, diabetes management and
oncology [39,40,41]. A relatively recent scoping review [42] of peer-to-peer support
in burn populations found limited research about the value of such programs. One of
the studies cited in the review, that of Badger and Royse [38], explored the perceived
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benefit of different peer support with adult burn patients. Support options were
attending conferences, society newsletters, and formal and informal peer sessions. The
results of the scoping review described the impact of peer support to have “some level
of positive impact” (p. 236) [42] for adult burn patients; however both the individual
study and the scoping review recommended further research to explore program
design as well as the impact and effectiveness of peer support  [38,42].
Participants in this study consistently reported the positive impact of wearing
compression garments on scar progression. These impacts included fading scar colour
to resemble surrounding skin and flattening of the scar. This focus on the positive
impact on scarring associated with wearing compression garments added to the results
of Martin and colleagues’ [23] qualitative study into the experiences of wearing
compression garments. Although their participants reported positive experiences, this
was related to the security, protection and concealment that the garments provided,
and not the scar management aspect of wearing compression garments [23]. With the
effectiveness of compression garments debated within the burn literature, it is
important to acknowledge the unique insight gained from patients in the current study
regarding the overall positive impact on scarring from wearing compression garments.
Further original insights from the participants in this study included a range of
experiences that lead to the removal of wearing compression garments.
Participants were able to detail key sensations including heat and itch, special
occasion events, activity limitations, garment design flaws and feelings such as
anxiety and frustration that led to the cessation of wearing compression garments.
This information is useful to the health care practitioner as it may inform garment
provision and scar management plans. Health care practitioners may be able to adjust
educational processes to inform patients of potential difficulties associated with wear,
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including that there may be negative sensations and particular activities that they may
want to remove their garments for. A personalised discussion around why and when
the patient wants to take their garments off could be incorporated into their plan along
with strategies on how to overcome negative sensations. In addition, with the
knowledge that patients remove their garments in relation to certain experiences and
events, clinicians may be able to formulate alternative scar management plans to
manage these circumstances.
This study has highlighted that experiences associated with wearing
compression garments are unique to individuals and therefore, individual preferences,
perceptions and needs must be taken into account. Participants had different views
and opinions regarding colour choices, wearing compression garments in public
spaces, reasons for removing compression garments and the amount of education that
was needed. The participants in a previous study exploring burn patients’ adaptation
to their trauma and recovery also highlighted individual differences in the adaption
process [33]. This was in addition to a shared belief that the burn injury resulted in
‘profound life change’ [33]. This information further supports personalised tailoring
of treatment approaches and working in collaboration with burn patients to develop
garment regimes that best meet patient needs.  This person focused approach will
support their experience of, and ability to adhere to, the wearing of compression
garments.
Study limitations
This study was conducted at one of the 12 Australian and New Zealand
metropolitan hospital Burns Unit. There are possible differences in treatment and
service delivery between hospital and burns centres nationally and internationally.
Hence the patient experience may differ across settings and the results are therefore
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not generalizable. Patient demographics including age, race and gender may also
influence patient experiences of wearing compression garments. The age range (24 –
61 years) of participants in this study may have precluded very different perceptions
by younger adults who maybe more conscious of body image and peer acceptance and
perceptions of the older adult (above 61). Only one racial group was participated
within the study and it is possible that genetic and racial factors may influence patient
experiences of wearing compression garment. The sample in this study is majority
female (55%) which is in contrast to adult burn populations, which are predominantly
male, and this may have influenced the reported patient experiences [43]. Future
research should aim to include a larger range of patient demographics for better
representation of adult burn cohorts.
Patient experiences may also change at different time points throughout recovery.
This study collected data from individuals at one single time point. There is thus the
possibility that potential changes in personal experiences such as ongoing adaptation
to wearing and the experiences associated with end point of ceasing compression
garments may have been missed.
Conclusion
The results of this study demonstrate the importance of collaboration with
burn patients and personalised treatment regimes to enhance patient experiences of
wearing compression garments. Future research to should explore patient perspectives
related to individual strategies utilised to overcomes difficulties with compression
garment wear as well as patient perspectives on potential recommendations to burn
care services. These strategies and service recommendations should further be
explored in relation to the feasibility of incorporating these recommendations and
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change service models within burn unit with the objective of further improving patient
experiences of compression garments.
Participants in this current study reflected on their lived experience of wearing
compression garments and provided a nuanced understanding of the physical
symptoms they experienced, described how learning to wear their compression
garments was a process that became easier over time and discussed the impact of
wearing compression garments on their lives and burn recovery. The results
highlighted a variety of experiences and influences that affected people differently.
New insights into the sensations, activity restrictions and emotions that led patients to
remove their compression garments were explored. These patient perspectives related
to the experiences of wearing compression garments and the reasons why
compression garments were removed, will inform burn therapists and lead to potential
service delivery changes including personalisation and detailed education. These
service delivery changes may improve patient experiences of wearing compression
garments, and therefore improve treatment outcomes for patients post-burn injury.
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Table 3.0 – Demographic details of burn patient participant sample
Name Gender Ag
e
Race Marital
Status
Employment
Status
Injury
Mechani
sm
Total
Body
Surface
Area
(TBSA)%
Time post
injury at time
of interview
Time using
compression
garments at time
of interview
Number of
compression
garments worn
SEMI-STRUCTURED INTERVIEW PARITIPANTS
Lucy Female 56 Caucasian Single Unemployed Flame 42 6.5 months 5 months 5
Chloe Female 24 Caucasian DeFacto Student Flame 32 15 months 13 months 6
Daniel Male 41 Caucasian Married Trade Flame 90 6 months 3 months 6
Grace Female 50 Caucasian Married Unemployed Flame 20 5 months 4 months 5
Lainey Female 35 Caucasian DeFacto Trade Electrical 20 19 months 17 months 4
Tyler Male 25 Caucasian DeFacto Trade Flame 54 6.5 months 5.5 months 5
Sarah Female 43 Caucasian Married Professional Flame 29 4 months 3 months 7
Dale Male 61 Caucasian Married Trade Flame 35 17 months 14 months 4
Aaron Male 30 Caucasian DeFacto Professional Flame 54 18 months 16 months 6
Barry Male 36 Caucasian DeFacto Trade Flame 70 4 months 3 months 4
Courtne
y
Female 40 Caucasian Married Professional Flame 20 7 months 5 months 4
FOCUS GROUP PARTICPANTS
Name Gender Ag
e
Race Marital
Status
Employment
Status
Injury
Mechani
sm
Total
Body
Surface
Area
(TBSA)%
Time post
injury at time
of focus
group
Time using
compression
garments at time
of focus group
Number of
compression
garments worn
Dylan Male 58 Caucasian Married Professional Flame 33 9 7 5
May Female 30 Caucasian Single Trade Friction 14 3 1 3
Camero
n
Male 29 Caucasian DeFacto Trade Flame 20 14 11 3
Robert Male 24 Caucasian Single Trade Contact 49 4 1 5
5.2 Summary
The findings of this paper have confirmed some experiences already
documented in existing literature and provided new insights into the experience of
wearing compression garments post-burn injury. Participants confirmed the physical
and emotional experiences such as heat, itch and anxiety that may occur when
wearing compression garments post-burn injury. New insights from this paper have
included the unique nature of experiences to each individual patient, a description of
experiences which lead patients to removing their compression garments and insights
into being a patient in a burns service. The findings of this paper can be used to
inform burn therapists and potentially lead to changes in service delivery. Changes to
service delivery may lead to an improved service and overall experience of wearing
compression garments post-burn injury. In the next Chapter, findings related to
service delivery will be documented.
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Chapter Six: How to improve compression garment wear post-burn injury:
Patient and therapist perspectives
6.0 Introduction
This Chapter includes the manuscript of the third paper of this research study
has been submitted to the journal Burns. Following on from the paper presented in
Chapter Five which described the experience of wearing compression garments post-
burn injury, this paper explores patient strategies and potential service changes to
improve the experience of wearing compression garments. The findings of this paper
include perspectives from both burn patients and occupational therapists regarding
potential changes to service delivery for the provision of compression garments to
address the third aim of this research study.
6.1 “How to improve compression garment wear post-burn injury: Patient and
therapist perspectives”
Introduction
When an individual sustains a serious burn injury, specialist medical care is
required to preserve life. The sequelae of the burn injury require a rigorous
rehabilitation program and a significant commitment from patients to engage in the
seemingly never-ending treatment regime. This regime typically involves wearing
compression garments that are designed to prevent lifelong impairments including
hypertrophic scarring.  Prescribed by occupational therapists, compression garments
have been the mainstay treatment of post-burn hypertrophic scarring for several
decades and are designed to inhibit scar growth (Anzarut, Olson, Singh, Rowe, &
Tredget, 2007; Ladak & Tredget, 2009; Tredget, Levi, Donelan, 2014). Burn experts
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recommend that garments be worn for 23 hours per day until scar maturation, on
average 12-18 months post-injury (Chapman, 2007; Macintyre, 2007; Williams,
Knapp, & Wallen, 1998). However, such a regime can be burdensome for patients, as
the wearing of compression garments requires changes in pre-morbid routines and
ongoing commitment and effort from patients (Coghlan, Copley, Aplin, & Strong,
2017; Martin, Bonas, Shepherd, & Hedges, 2016; Ripper, Renneberg, Landmann,
Weigel, & Germann, 2009).
Recent research on patient perspectives has provided insight into the individual
experiences associated with wearing compression garments post-burn injury and why
patients may remove them (Coghlan et al., 2017; Martin et al., 2016).  The physical
effects of wearing compression garments are well documented and include heat, itch
and movement restrictions (Coghlan et al., 2017; Johnson, Greenspan, Gorga, Naglet
& Goodwin, 1994; Ripper et al., 2009; Stewart, Bhagwanjee, Mbakaza, & Binase,
2000). The emotional experience of wearing compression garments has also been
described, with patients recounting feelings of anxiety, particularly in relation to the
response of others when they wear their garments in public (Coghlan et al., 2017,
Martin et al., 2016; Ripper et al., 2009).
A recent study exploring patient experiences of wearing compression garments
found that difficult physical and emotional experiences may, understandably, lead
patients to remove their compression garments (Coghlan, Copley, Aplin, & Strong,
2018).  Furthermore, the requirements of daily living, such as completing work and
household chores, and participating in social events where one’s appearance is on
show, have also been reported to contribute to compression garment removal
(Coghlan et al., 2018). Given that the removal and subsequent decreased wear of
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compression garments may reduce the impact on scar growth, there is a need to better
support patients in adhering to their wearing regime.
Coghlan and colleagues (2018) findings provide health care professionals with
information to understand the experiences that may limit their patients ability to
adhere to recommended compression wear. There is, however, to the authors
knowledge, no literature which has built upon patient experience studies to gather
patient and therapist perspectives on the service improvements that could be made to
improve compression garment therapy. The aim of this paper is thus to explore patient
and therapist perspectives on the strategies and recommendations that improve the
experience of and wear of compression garments post-burn injury and the feasibility
of implementing the suggested recommendations.
Method
Design
A qualitative research design was used in this study to gain a deep
understanding of both patient and therapist perspectives on strategies and
recommendations to improve compression garment wearing. An interpretive
description (ID) approach informed the study. This approach was appropriate to the
study as it aims to understand the lived experience of participants through the
identification of themes and patterns among subjective perspectives to generate
clinically relevant findings (Hunt, 2009; Thorne, Kirkham, & O’Flynn-Magee, 2004).
Ethical Approval
This study was granted ethical approval by the relevant hospital and university
ethics committees including the Royal Brisbane and Women’s Hospital Human
Research Ethics Committee (RBWH HREC) (Approval reference number
HREC/15/RBW/152) and the Behavioural & Social Sciences Ethical Review
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Committee (BSSERC) of the University of Queensland (approval number
2015000877).
Participants
Burn patients and occupational therapists were recruited from a large
metropolitan Australian hospital.  Burn patients were recruited from two settings
including the hospital outpatient clinic and the hospital burns support group. Eleven
burn patients were recruited from the clinic and four from hospital’s burn patient
support group. A purposive sampling technique was used to access patients with a
severe burn injury that required surgical management followed by the wearing of
compression garments. Participants ranged in age, and size and location of burn
injury. A detailed description of study participants and recruitment is reported
elsewhere (Coghlan et al., 2018).
The occupational therapist participants were recruited from the same large
metropolitan hospital and were included to provide insight from a health care
practitioner perspective. All burn occupational therapists from this hospital who
prescribe compression garments were invited to participate in a focus group. One
occupational therapist working on the team was unable to attend. The remaining five
occupational therapists participated in the focus group, four of whom were employed
by the hospital and the other an accredited private practitioner working at the hospital.
Data Collection
Three stages of data collection were used to address the research aim of this
study. Stage one involved semi-structured interviews with the clinic burn patients,
stage two involved a focus group with the burns patient support group, and stage three
involved the focus group with occupational therapists. Stage one and two, involving
the interviews and focus group with burn patients, sought to gain patients’
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perspectives on wearing compression garments, the strategies patients utilised to
improve wearing garments and suggestions on how to improve the overall experience
of wearing compression garments. The focus group with the support group was
conducted after the interviews and sought to confirm the interview findings and gather
any further experiences not captured in the initial interviews. A full description of
data collection processes for the interviews and focus groups with the burns support
group is reported elsewhere (Coghlan et al., 2018).
The focus group with occupational therapists was designed to explore
occupational therapists’ perceptions and opinions related to the suggestions made by
the burn patients. The questions to stimulate discussion with the occupational
therapists focused on the experiences of being a patient within the burns service and
the suggested recommendations for service changes. This focus group session was
audio-recorded and later transcribed verbatim.
Data Analysis
Thematic analysis was undertaken following Braun and Clarke’s (2006) six
phase process. This process of analysis for the burn patient interview and focus group
data is reported in-depth elsewhere (Coghlan et al. 2018). Themes not reported in this
earlier paper, but which arose from this analysis, were related to “patient strategies”
and “recommendations for service provision”.
 The occupational therapist focus group data was analysed using the same
approach described by Braun and Clarke (2006). Two of the authors (NC and TA)
reviewed the data to gather initial ideas within the transcript and generate a list of
codes to represent significant features of the data. Using a peer checking process,
consensus was reached on fifteen codes, which represented therapist perspectives of
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the patients’ recommendations for service provision, as well as their own suggestions
for improving service provision.
At this stage, the burn patient themes of “patient strategies” and
“recommendations for service provision” were combined with the therapist codes.  No
similarities were identified between the therapist codes and “patient strategies”
theme, hence “patient strategies” represented a stand-alone theme that only included
data from the burn patients. “Patient strategies” describes the methods patients use to
make wearing compression garments easier.
The patient data related to “recommendation for service provision” combined
with the 15 codes from the therapist data was independently reviewed and re-
categorised by two authors. Consensus was reached on four categories: access to
education, support from peers, increased participation in choosing design features of
compression garments and therapist’s access to professional development. The first
three categories were combined into the theme “what patients want” with the
remaining category of “access to professional development” being its own theme.
Results
Burn patients reported  different strategies they utilised to improve the experience of
wearing compression garments and to increase the amount of time wearing garments.
Recommendations for service provision were also discussed by burn patients and
therapists with recommendations including education, peer support and shared
decision making as areas for further consideration. Therapists perspectives on access
to appropriate professional development has also been highlighted. Pseudonyms have
been used for both burn patients and occupational therapists to protect the identity of
the participants.
Patient strategies
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Both physical and psychological strategies were used by burn patients to
increase the comfort of wearing their garments and allow continued wear. Physical
strategies included cooling, massage, moisturisers and using a specific order to put on
garments. A wide variety of cooling strategies were reported from participants: the
use of ice, standing in cool breezes, air conditioning, avoiding being outside at hot
times of the day, using water vapour from a spray bottle, and sun protection strategies
such as standing in shade and wearing sun-smart clothing. Patient participants
described that they used these strategies to help reduce their high body temperature,
and also to alleviate other negative physical sensations experienced when wearing
compression garments such as itch and skin irritation. Lucy described:
I had worked out that an icepack… on the hot and itchy spot takes away all the
itch. (interview, age 56)
Another cooling strategy used by patients was water vapour from spray bottles. Doug
detailed how he managed to incorporate garment wear into his work life with the use
of a spray bottle:
When we have started mustering and I’ve got to be in the sun, either on the
horse or on a four-wheeler, we carry a spray bottle with us now and I just
spray myself with water. Spray myself, damp myself all down and with a little
breeze, it’s really good. (interview, age 61)
Consistently reported across the participants was the use of moisturiser as a beneficial
part of their garment donning routine. Daniel commented:
Get a good moisturiser and put it on, allow it to soak in a little bit. A good
moisturiser is gold. (interview, age 41)
A participant described how wearing the garments with moisturiser assisted with scar
management:
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When you have got things like moisturiser underneath with the garment on
top. I think that it locks in the moisture and that helps to soften the scar as
well. Chloe (interview, age 24,)
Participants also described the various aids and methods they used to put on the
garments. The use of donning aids was reported by five participants to decrease the
time required to put on compression garments. As Tyler explained:
I got a thing called an Easy-Slide and as soon as I got this, it took me like, five
minutes to put on my garments which was a lot quicker. (interview, aged 25)
The specific order and routine for donning the garments with the use of other scar
management interventions was reported by three participants to be important in
ensuring ease of wearing garments. Dylan described this when explaining how it is
important to have the correct order of moisturiser, tape and garments:
We have an exact order of how we do everything. You can’t put goop
[moisturiser] on yourself before you put these things [finger tapes] on you
because it is too slippery. (focus group)
Along with these physical strategies, participants reported important psychological
strategies that made garment wear easier and a desire to provide this advice to others
wearing compression garments. They reported that their mindset mattered when it
came to continued wear. As Aaron described:
I guess it was just having the right mindset to take on and put a bit of belief
into it and, you know, I think it’s definitely been worthwhile. (interview, age
30)
Grace also reported that her attitude towards wearing garments helped her to manage
their ongoing wear. She reported:
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That’s my main thing I remember, the sunshine. Tomorrow is another day and
the sun will shine tomorrow you know, so I smile. Be happy and think positive.
(interview, age 50)
Daniel described how his mindset enabled him to acknowledge the physical sensation
and also the effectiveness of wearing compression garments, and this helped him to
keep wearing the garments:
If it is tight it is working and it is doing good so you can kind of get around it
by thinking like that… And maybe I could leave it on for an extra hour before I
take it off. (interview, aged 41)
When burn patients were asked what advice they would share with other wearers, they
emphasised that wearing garments became easier with time. Lainey summarised this:
It will get easier. That even though you probably don’t believe me right now
… it will get easier. (interview aged 35)
This was re-iterated by Tyler:
Yeah, really, really like just wait it out because you do get used to it. It does
feel comfortable, not comfortable but like, it feels normal after a period of
time. So definitely skip through the initial hit and it’s all good from there on.
(interview, aged 25)
What patients want
Burn patient participants reported a range of recommendations on how to
improve services and what would improve their experience of wearing compression
garments. These recommendations included changes to the learning and education
provided, more opportunities for peer support and shared decision making. The
therapist opinions and perspectives on the feasibility of these strategies are presented
alongside these recommendations.
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Learning and Education
Education was a common issue discussed by all burn patient participants with
a variety of perspectives reported. Therapists also reported different methods of
education that they used with patients, which may account for the varied experiences
of the patient participants. An occupational therapist, Caroline, explained her
educational style:
We really make an effort. That the education we are providing is verbal and
written and ideally someone other than [in addition to] the patient is there as
we appreciate that it can be really overwhelming. (Caroline, therapist)
Vanessa also explained her method of education after hearing the patient perspectives
on education they had received:
It is really, really interesting, because just listening, I probably don’t use the
same multi-modal education approach, I am sorry to say. (Vanessa, therapist)
Given these varied patient experiences and methods of providing education, patient
participants made recommendations to enhance the learning and education process
including increasing the amount of information, but also providing access to different
methods including online, video and apps. Dylan discussed the value of video
resources:
You really need all of this [education] on a video that someone can sit in a
room just before they leave hospital saying, “This is going to be some of the
things you can expect with these suits when they come down the track”. And
put that video up online. I’ve even thought about doing my own videos and
putting them up on Youtube because there is nothing there for people to give
them all these tips and tricks. Someone needs to make an educational tool.
(Dylan, focus group)
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Most occupational therapists were in agreement with patient participants regarding the
need for increased access to information and the potential of utilising multimedia
options. Caroline detailed the current challenges when providing education to
patients:
 I think the only mark where we are possibly not hitting now, and it could just
be contemporary and particularly young people these days, is the expectation
for it to be available electronically or on an app or online and 24/7. I think
that availability and access to somebody 24 hours per day on your phone or
on your device or iPad [is useful], so they can consume it when they want it.
(Caroline, therapist)
Therapists agreed that further educational options were required and that online
options would be beneficial; however there were some reservations about potential
mis-information and information overload. Some therapists therefore wanted more
direct control of the education provided to patients. Kate expressed concern about the
accuracy of information currently available to patients online:
I think the internet is so fast and so accessible now that people are now much
quicker to go on Dr Google for answers rather than listening to anything we
say. I think they sometimes have these moments where they just go on and
check, and as we know, that information isn’t always correct but unfortunately
it is what people access. (Kate, therapist)
Caroline discussed a concern with patients being able to access large amounts of
information:
I think that education is fantastic, the more the better in many ways, but it is
also the timing and the pacing; the “what” and “when”. So I think that would
be the tricky part. If it is readily available on Youtube or on a website link,
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how would we pace the patients’ access to what is relevant to them at that
point in time so they don’t become overwhelmed? (Caroline, therapist)
To avoid being confused by inaccurate information on the Internet, Kate suggested
that education could be provided to groups of patients:
I would like to have group education about compression garments. I mean that
is a bit idealistic in ambulatory care. And I guess Caroline’s suggestions of
the App could answer that a little bit. But patients like to talk to other patients
as well. (Kate, therapist)
Both patients and therapists suggested that a review of the amount and method of
education provided could lead to improvements in the experience of wearing
compression garments for other patients. However, further exploration of education
methods such as apps, online resources, groups and peer support would be required.
Peer Support
The support of peers was advocated as an important recommendation by burn
patient participants to benefit their recovery. Six participants reported that they would
have valued the contribution of a former burn patient. As Doug said:
Well, talking to other burns victims or patients, not victims, patients, only they
know what’s going on. They’re the only ones that really know what it’s like.
Doug (interview, age 61)
Grace concurred:
We’ve got a whole team looking after us, but the one piece in that team that’s
missing is someone else in the same situation. Grace (interview, age 50)
The benefits of peer support and sharing of information amongst patients was raised
by several patient participants. Dylan shared his experience:
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I was coming out of physio, and I met a guy who was on his two year mark
and he had been burnt all over. Now I just latched on to him and I said,
“When can you do this?” “When can you do that?” “When did you get rid of
your drugs?” And he just smiled and said,“Mate, it is going to get better”,
and I just cried. (Focus group)
Some participants also expressed a desire to return to the burns unit to have an
advising or support role within the burns team.
I'd like to go back and be an advisor to the new burns patients, you know.
Grace (interview, aged 50).
In contrast to the patient group, the occupational therapists did not
unanimously endorse the recommendation about the inclusion of former patients on
the ward as a method of peer support.  Two therapists, including Caroline, voiced
potential negative experiences of peer support:
And I think there would be some current burns patients who would love that
concept of a previous burns patient visiting them, and others that A) it would
be really distressing for them or B) they really don’t want that or they may not
yet identify themselves as a burns patient. I think when they get that input, it
goes really badly because it is really confronting. (Caroline, therapist)
Another concern that was raised regarding peer support was the amount of resourcing
required. Vanessa described this concern in view of her knowledge of existing peer
support programs:
Because it is an incredibly time consuming resource, it is an incredibly
expensive and draining resource. So a lot of them have got a lot of funding
and started them up and time and again they keep falling over because they
are so resource heavy. (Vanessa, therapist)
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The remaining three therapists had different perceptions regarding peer support and
information sharing opportunities. Kate believed that a peer-initiated approach would
be preferable to a service driven initiative. She stated:
They find each other in the physio gym, in clinic, upper limb group. And I
don’t have so much of a problem with [that]. I think the beauty of peer support
is that we are not overly involved. I think the idea of therapists being asked
who would be a good person, who would be a bad person – I feel a bit
uncomfortable about that. I think the idea of peer support is that it should be
all very peer driven, patient led and without too much involvement from us.
(Kate, therapist)
However, Anna articulated a different opinion and discussed her knowledge of
formalised peer support programs and their important contribution to burn patient
experiences:
There is all that training as well as a debriefing with the person, the actual
volunteer, afterwards. And it is not about the volunteer’s experience, it is
about validating that patient. It is just hearing, “I’ve been through it. I know
what you are talking about and yeah the itch is really nasty.  PS – the orange
juice sucks in this place”.  It’s that kind of thing and that is so valuable. And it
was one of the hardest things to do but when it is done correctly it was so
invaluable, it was amazing. (Anna, therapist)
In an effort to reach consensus within the therapist group, Caroline raised the idea of
combining peer support and educational material as a hybrid option:
We want to do an education video and yes it would be better received from a
patient standing there saying, “Here is my experience” than a therapist
preaching. (Caroline, therapist)
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Both burn patients and therapists agreed that the sharing of information among peers
would be of benefit, however the most effective method to achieve this aim was
unresolved.
Shared Decision Making
Service provision suggestions from patient participants also included input
into the process of garment design and having increased access to therapists. Some
patient participants raised concerns that they had had minimal opportunity to
contribute to the design of their garment. All of the patient participants had views on
the features of and design of their garments, including the positioning of zips and
velcro, additions of joint gussets and the exclusion of tight neck collars.
When therapists were asked, “How do you make your choices related to
garment features?” replies included, “material choice”; “patient shape”; “injury
location”; “patient ability to put on and off”; “climate” and “past medical history”.
Their responses reflect limited collaboration with patients in the prescription of
garments, with therapists giving minimal consideration to patient choice. Discussions
with the occupational therapists regarding some of the patient suggestions lead to their
(the occupational therapists’) reflection and discussion about the possible
considerations they could include when undertaking garment design. Kate suggested
that the service needed to create an opportunity for patients to formally report these
suggestions:
I think these are all factors that we would consider and we would customise to
each patient. But certainly whether there is any value in us having some sort
of forum once a year for patients to come in and go, “I really like this, can you
keep that in mind?”. Because I guess we do take it on board patient by patient.
(Kate, therapist)
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Caroline described her ideal approach to garment prescription to prioritise and value
patient perspectives and preferences:
I think acknowledging that other aspects of their life are important as well.
We’ll have to work out a way that you can fit it [compression garments] into
your lifestyle and it is not at the expense of your sleep and comfort and
activities and your interests and your roles in your family life. That together as
a team, we’ll try and work together to find a way you can fit it into your
schedule and lifestyle. (Caroline, therapist)
Vanessa endorsed this approach when she commented:
And probably another thing that I have become a lot better at in more recent
years, is being more flexible in my prescriptions. So you know, instead of
saying I want you to wear these class II garments 23 hours per day,  putting
[wearing] class I garment and telling them to come out of it for work hours. I
think being able to be flexible in the prescription, using the bio-psychosocial
approach, is incredibly useful. (Vanessa, therapist)
The burn patient participants discussed the amount of access to burn therapy
services, with some concerns expressed about limited availability. Lucy reported:
I don’t think there is enough therapists. Especially when you are [in] an
outpatient [clinic].…So they don’t have long enough [to see you] and are
always in a hurry. (interview, aged 56)
This concern regarding having limited time with patients was echoed by the
occupational therapists. All therapists noted constraints in the amount of time that
they were able to spend with individual patients. This was summarised by Anna:
I think one of the challenges for me has been the faster pace and the large
numbers and the way that practice has changed that we get most of our
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patients needing a garment. There isn’t the time to be sensitive and spend time
with them, and watch their face and, stay there in that moment, so that they
really get the feel of it. I think in burns [time] is really needed for compliance,
for them to feel this person [the therapist] has put more time into me, they have
explained why I need it. (Anna, therapist)
Access to Professional Development
Another limitation of the services that was raised by the occupational
therapists included the limited professional development opportunities and resources
available to therapists. Vanessa described the informal professional development that
was completed with the team to address these professional educational deficiencies:
Because what I really find in terms of, I think professional development for the
therapist is really important. I think we do a lot of it incidentally in clinic. But
my wish list is, I love it when we can get together as a group and problem
solve. I really love those opportunities to talk and problem solve. (Vanessa,
therapist)
Overall, both patient and therapist participants reported strategies and
recommendations which focused on increased information sharing and collaboration
between patients and therapists. These included the need for increased access to
educational materials, the desire of patients to share information with peers, and the
need for collaboration between patients and therapists on the design of garments.
Therapists also described a need for increased professional development and
opportunities to share information and problem solve with their professional peers.
Discussion
This study provides an understanding of the strategies used by burn patients to
improve their experience of wearing garments, their suggestions on how to improve
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garment wear, and the burn services to support this. Suggestions included increased
education, peer support and shared decision-making and collaboration as areas for
further consideration.
This paper described the personal strategies of burn patients for dealing with
the demands and uncomfortable side effects of wearing compression garments. To the
authors’ knowledge, this is the first paper to document strategies to overcome these
negative experiences, providing important information to inform practice. Education
can now be provided to patients on not only the potential difficulties associated with
wear, but also strategies to combat these challenges, such as different cooling
techniques, use of moisturizer and adapting a positive mindset. The incorporation of
these patient strategies into educational processes may increase patients’ ability to
wear compression garments and warrant further exploration and evaluation in the
future.
A consistent message from burn patients was the desire for increased access to
information, with suggestions including access online and multimedia methods of
education. The need to enhance patient education was also supported by therapists.
Wider health care literature exploring adherence has demonstrated that appropriate
patient education can positively influence treatment adherence (Cameron, 1996:
DiMatteo, 2004; Doupi & van der Lei, 2005; Ickovics & Meisler, 1997; O’Donohue
& Levensky, 2006). Therefore burn patients need to have sufficient education and
access to information in order to increase their ability to understand the rationale of
wearing compression garments and potentially improve the experience of wearing.
One method proposed by patients to improve access to information was the use of the
Internet.  Therapists within this study expressed concern over incorrect information
being accessed online, and at times demonstrated a sense of ownership and need for
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control over the provision of information. This approach, however, could be
interpreted as not valuing or empowering the patient in their management of
compression garment wear or their recovery.  A collaborative approach, where
therapists support and guide patients in accessing online information, and empower
them as health information consumers to critically evaluate the information they
access online, would be a positive step towards improving burn education.
There was support from the therapists for personalised education, with discussion
regarding the concept of tailoring and controlling the access of information to suit
patient needs. In other healthcare fields including chronic disease management and
oncology, online patient education has been used to provide patients access to
evidence based material (Clayman, Boberg, & Makoul, 2008; Win, Hassan, Oinas-
Kukkonen, & Probst, 2016). In one example, Clayman and authors (2008) created a
website based on suggestions from breast cancer patients plus medical input and
recommended combining patient and provider input to ensure the perspectives of the
patient and multi-disciplinary team are included.  This study demonstrated that a
specifically created website can provide clear, accurate and appropriate information
for patients. Such results may allay therapist’s fears that patients will receive
inaccurate information. This approach of purpose-designed websites with patient and
therapist input seems a promising method for burn education processes and could be
an option in future burn service provision. Future research may include the
development and evaluation of a website designed with burn patients and health care
practitioners with information related to burn injuries, scar management and
compression garments.
Another recommendation was to increase access to education and information
was the use of multimedia resources. The use of multimedia education has been
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explored in two studies within the burns field as a method of improving patient
education. Lo and authors (2010) analysed the effect of slides and video multimedia
learning education program on patient knowledge, anxiety and compliance to
compression garment wearing. Results indicated a statistically significant
improvement in knowledge, reduced anxiety and enhanced adherence (Lo, Hayter,
Hsu, Lin, & Lin, 2010). Similarly, Ardebili and colleagues (2017) evaluated the
effects of multi-media self-care programs on quality of life outcomes for burn patients
in a randomized control trial. The results of this study found that both participants and
therapists suggested that a multimedia (eg video, app) might assist with accessing and
providing education.  These styles of multi-media programs may provide convenient
access to educational information in a format that patient’s value. Such resources
could include information about strategies to assist with wearing compression
garments, information regarding the rationale for and why it is important to wear
compression garments post-burn injury. Further exploration regarding the feasibility
of multimedia education resources is an area for future research and  would need to
involve patients in the design and trial of any new resources.
Patient participants uniformly reported a desire for peer support and the
inclusion of a burn survivor within the burn clinical setting or team. In wider
healthcare fields such as mental health, and chronic disease management, peer support
programs have been utilised with success (Adame & Leitner, 2008; Gatlin, Serafica,
& Johnson, 2017; Graham-Wisener & Dempster, 2017). Two current systems have
been described in the literature to provide burns peer support. One system uses a
structured program of one-on-one interactions and the second system follows on less
structured format for survivor support groups. Despite benefits being reported for both
systems, momentum is currently growing for one-on-one structured programs
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(Kornhaber, Wilson, Abu-Qamar, McLean, & Vandervord, 2015). Recent studies
have explored patient perspectives on both peer support methods, finding both
positive and negative outcomes (Kornhaber et al., 2015; Sproul, Malloy, & Abriam-
Yago, 2009; Tolley & Foroushani, 2014). Positive findings include the uplifting
nature of the experience, providing patients with increased motivation and hope, and
improvement in their overall rehabilitation experience (Kornhaber et al., 2015; Sproul
et al., 2009; Tolley & Foroushani, 2014). Sproul et al (2009) reported negative
experiences however, associated with the formalised peer support programme, which
included patient feelings of helplessness and undesirable matching or involving
patients who are not ready to receive peer support. One occupational therapist in this
current study echoed similar concerns of the potential negative aspects of peer
support. It has been recognised however, that to avoid negative patient experiences,
there needs to be careful matching of participants in peer support partnerships (Tolley
& Fourshaini, 2014).
This study found unequivocal support among burn patient participants for the
involvement of other patients in the team, or one on one meetings. Given the strong
desire of the burn patients included in this study to include peer support and its
reported benefits in the literature, peer support in burn treatment should be supported.
Further investigation is required to determine the content and structure of such peer
support to ensure it is conducted in a positive and supportive manner including
appropriate matching of peers.  Concerns regarding matching of peers may be reduced
if burn patients and their peers are able to lead the matching process. Further
subsequent provision of appropriate training and resources for the peer support and
patient would be required to ensure that the relationship is beneficial.
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Participant suggestions to improve garment wear also included a desire to be
included in the garment designing process to ensure that the features they preferred
were included. To the authors’ knowledge, no other study has explored patient’s
participation in the design of their compression garment for the management of
hypertrophic scar. Given that patients become experts in wearing their own garment,
their involvement in design would seem pivotal. Yet as the responses of the
occupational therapists in this study indicate, this rarely occurs, with little shared-
decision or patient collaboration regarding garment design choice. Patient
participation in decision-making or shared decision-making is thought to be the
missing ingredient in maximising treatment adherence (Joosten et al., 2008).
Shared decision-making in garment design may therefore provide an
opportunity to improve the experience and ongoing wear of compression garments.
Further, this should extend beyond garment design to all aspects of compression
garment treatment, including when to remove compression garments, for example
sporting and other valued activities that make wear difficult, the number of garments
provided to patients and potential alternate scar management options when not
wearing compression garments.  Past research in wider healthcare has demonstrated
that shared decision-making will likely lead to increased adherence with treatment
routines (Joosten et al., 2008). Available models of shared decision-making, including
Elwyn and colleagues (2012) three-step model of choice, option and decision talk,
could provide the foundation for burn care therapists and practitioners to incorporate
shared decision-making in practice. Step one of this shared decision-making model
includes ensuring that patients are aware of available options, step two involves the
therapist providing detailed information regarding each option and step three refers to
considering preferences and deciding what is best (Elwyn et al., 2012). This model
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approach to shared decision-making could be incorporated into the garment
prescription process, with therapists educating patients on the available garment
features and options (step one and two) and jointly deciding on preferences for
garment design (step three).
Limitations
This study was completed at a single large metropolitan service within
Australia and therefore the findings may not be transferable to other burn units.  The
participants were homogenous with regards to race, with differences in scar formation
having been observed across different racial groups. Furthermore, the patient sample
did not include younger adults or older individuals, which may limit generalisability
of the findings.
Conclusion
Patient participants in this current study have described the strategies they
used to improve their experience of wearing compression garments post-burn injury
and made suggestions to improve service provision.  Such strategies may be valuable
to incorporate into future patient care in compression garment therapy post-burn
injury. The participant suggestions highlight education, peer support and shared
decision making and collaboration as areas of need and future research for improved
patient experiences and ultimately improved scar management outcomes for patients.
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6.2 Summary
This paper has highlighted the strategies that burn patients employ to continue
wearing compression garments and recommendations to change service delivery.
Burn patients’ suggestions included increased educational options, peer support and
increased participation in the garment design decisions. The paper also presented
occupational therapist perspectives on the feasibility of these suggestions. These
suggestions for practice may be useful in guiding therapists to explore and implement
changes that may improve the experience of wearing compression garments for burn
patients. The clinical implications of this and the earlier patient experience findings
are discussed in Chapter Seven.
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Chapter Seven: Clinical Implications and Future Directions
7.0 Introduction
This concluding Chapter of the thesis will provide a summary of the research
findings, including the experience of wearing compression garments and
recommendations for potential service modifications. These findings will be discussed
in the context of the current burn scar management literature and in consideration of
current hypertrophic scar management and compression garment service provision.
Limitations of the study and the implications for future research will also be
discussed.
7.1 Summary of Research Findings
This research study was designed to gain an understanding of the experiences
of wearing compression garments post-burn injury and explore suggestions to service
provision that may improve the experience of wearing compression garments and
thereby assist patients to adhere to the recommended wearing regimen.
Patient experiences of wearing compression garments post-burn were reflected
in three distinct themes: “what it feels like”, “experiences as a patient in the burn
service” and “the impact of wearing a garment”. In reporting on their experiences,
patients in this study raised a number of issues that has either not arisen or has only
been briefly mentioned in previous studies, including the emotional experiences
associated with wearing compression garments. Burn patients identified a number of
common experiences, however the findings emphasised that wearing compression
garments post-burn injury is an individual experience unique to the context and
circumstances of each patient.
A number of suggestions from the burn patient participants were proposed to
improve the experience of wearing compression garments and to promote ongoing
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wear for new burn injured patients. Furthermore, study participants suggested that the
education and information they had received was not sufficient; they recommended
access to information through multimedia options. They also expressed a desire to
have access to former patients who had been through what they had, to talk with
someone about the path they would tread throughout their recovery. They further felt
that their experiences of using garments on a day to day basis should be considered in
designing garments for them as individuals, suggesting that they be asked for input
regarding garment features such as zip placement at the time of prescription. In
articulating these desired features of service provision, they promoted a focus on
partnership between occupational therapists and burn patients. These suggestions
were further discussed with occupational therapists to explore their perspectives and
the feasibility of incorporating the suggestions into service provision. The
occupational therapists acknowledged that certain areas including education methods
may need to be reviewed in order to meet the needs of the patients. However the
therapists were not able to reach consensus about peer support with varying
perspectives reported.
The findings of this project have highlighted the positive and challenging
experiences of wearing compression garments and demonstrated the importance of
collaboration with burn patients to develop personalised treatment regimes. The
contribution of these findings in relation to the current literature in section 7.2 and the
implications of the findings for clinical practice are discussed in section 7.3.
7.2 Experiences of Wearing Compression Garments and Current Literature
Burn patients described their own individual experiences of garment wear,
including the impact of wear and reasons why garments were removed. These rich
descriptions provided by the participants have enabled therapists such as myself to
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gain a deeper understanding of patient feelings and actions regarding garment wear
previously documented in the literature.
Burn patients within the current study discussed a number of negative physical
symptoms associated with wearing garments including heat, itchiness and skin
irritation. These findings accord with those of previous studies conducted over several
decades (Johnson et al., 1994; Ripper et al., 2009; Stewart et al., 2000). One of the
more unique findings from this current study is that participants were able to adjust to
these negative sensations and, over time, accommodate them to the extent that they
were often no longer noticed. One other recent study has comparable findings. Martin
et al. (2016) reported findings that garments, “integrated into their physical selves as a
supplementary skin”. This sense of adjustment or accommodation has also been
reported in burn studies that explored patient perspectives of recovery and adaptation
to life after burn injury more generally (Dahl, Wickman, & Wengström, 2012;
Williams, Davey, & Klock-Powell, 2003).
The current study has highlighted that the experience associated with wearing
compression garments is unique to each individual. Participants in the current study
had different views and opinions regarding colour choices, wearing compression
garments in public spaces, and the amount of education that was required. This
individualized experience and response to burn injury was also found by Williams and
colleagues (2003) in their study exploring burn patients’ adaptation to their trauma
and recovery more broadly. Martin and colleagues (2016) study discussed the
differing approaches of patients to wearing compression garments in public from
avoidant and reserved to outgoing. The desire to choose bold garment colours
expressed by some participants in this current study is in contrast to an earlier study
that reported all patients’ strong colour preference for black and brown garments
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(Pillay, Visagie, & Mji, 2016).
In relation to the amount of education provided to each patient regarding
compression garment wear, some participants appeared satisfied with the amount of
compression garment information they had received. However, approximately half
reported a desire for more education regarding compression garment wear, design
options and rationale. Previous adherence studies in wider health care fields have
demonstrated the importance of education (O’Donohue & Levensky, 2006). Despite
being an important need expressed by the patients in this study, there is only one
study related to burns that has explored the impact of education. Pillay and
colleagues’ (2016) study with burn patients reported that education from therapists
and contact with other burn patients increased patient knowledge about the risks of
not wearing compression garments, and therefore increased patient adherence to their
recommended wearing regime.
Burn patient perspectives of perceived effectiveness of wearing compression
garments for scar management were also explored in this study. A consistent
perception reported by most burn patients in the current study was that compression
garments had a positive impact on scar management. Burn patients described fading
of the scar colour to resemble surrounding skin and flattening of the scar. They
reported that these observed changes motivated them to increase their garment wear.
A new study of burn patients undergoing scar management had similar findings to the
current study, with patients also reporting that the scar becoming “flatter”, “smoother”
and “paler” were among the most important outcomes for them  (Jones et al., 2017).
This contrasts with two earlier studies, by Pillay et al. (2016) and Ripper et al. (2009),
which both reported that the slow progress of scar management negatively impacted
upon adherence to wearing compression garments. With the effectiveness of
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compression garments debated within the burn literature, it is important to
acknowledge the unique insight gained from patients in the current study regarding
the overall positive impact on scarring from wearing compression garments.
Original findings of the current research study include participant descriptions
of a range of experiences that lead to the removal of their compression garments. Burn
patients in this study reported specific physical sensations, garment design flaws and
feelings of frustration and anxiety that led to the removal of compression garments.
Most participants also reported removing their garments for special occasions,
particularly if they needed to dress more formally. Previous research regarding
compression garment adherence (Pillay et al., 2016; Ripper et al., 2009) had identified
barriers to wearing compression garments that reduced patient adherence over time,
including emotional turmoil, compression garments not curing the scar, the high
amount of maintenance and effort required to wear garments, lack of counselling or
education, physical symptoms, aesthetics and challenges accessing services. However,
previous research did not specify specific incidents or experiences from the individual
contexts of the patients which lead to the removal of compression garments. These
contextual examples are useful to help clinicians imagine circumstances that may
adversely impact patient’s garment adherence and use this knowledge to ask relevant
questions of patients and their families, helping them to pre-empt and problem solve
potential pitfalls they might encounter.
The findings of the current study have provided clinicians who work with burn
patients a deeper understanding of the experiences and impact of wearing
compression garments and patient perspectives of the process of service provision
within the burn service. Participants reflected on their lived experience of wearing
compression garments and provided a nuanced understanding of the physical
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symptoms they experienced. The current study has highlighted that experiences
associated with wearing compression garments are unique to individuals and
therefore, individual preferences, perceptions and needs must be considered. This
information is useful to the health care practitioner as it can inform garment provision
and scar management plans in a detailed and personalised manner. Health care
practitioners may be able to adjust educational processes to inform patients of
potential difficulties associated with wear, including that there may be negative
sensations, and that over time many people find they can adjust and the problems
become less of a barrier.
7.3 Implications for Service Provision
The burn patients who participated in this study highlighted their desire for
increased access to compression garment information, peer support and involvement
in decision-making regarding compression garment design. These suggestions were
further discussed with occupational therapists working within the burns service to
gain the therapist perspective on the feasibility of these suggestions for
implementation into current practice.
Patients’ suggestions regarding increasing access to information included
provision of online education and the use of multimedia resources such as videos and
smart phone applications. While the occupational therapists reported that both written
material and verbal education was already provided, they acknowledged that further
educational options were required and that online options would be beneficial.
However, concerns were raised by therapists about patients accessing inappropriate or
misguiding information online. The therapists demonstrated a preference for a sense
of control over information accessed by patients as opposed to facilitating all
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educational options by partnering with the patient as required. Further description of
increased educational options was discussed within Chapter Six.
The timing of education is another area that requires further exploration. The
current study demonstrated that patients were concerned with being “bamboozled” or
overwhelmed with the amount of information that is provided when discharged from
hospital. However, some participants reported that they did not receive adequate
information. Timing of information-giving may therefore require a personalised
approach to ensure that each patient feels adequately informed at those times they are
seeking information.
To provide another avenue for accessing increased information, burn patients
consistently reported a desire for peer support and the inclusion of a burn survivor
within the burn clinical setting. At the site of this research study, patients had access
to a monthly support group meeting facilitated by the hospital’s charity foundation.
However, there was no formalised one on one peer support program and no former
patients included in service provision. The patients in this study noted the advantages
of accessing information from someone with real life experience of the injury, with a
number of participants wanting to volunteer and return to the burn unit to talk with
other patients. The occupational therapists reported some apprehensions regarding
peer support and expressed concern about how appropriate peer support could be
implemented within the burn unit. There is limited research which has explored
education provided by previous patients, with only one study (Pillay et al., 2016)
demonstrating the increased patient knowledge gained from interacting with former
patients can facilitate wearing of compression garments. A number of studies
completed in the burns field have explored peer support and the utilisation of the
different methods of peer support including formal, organised one-to-one sessions or
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support groups (Kornhaber et al., 2015; Papamikrouli, van Schie, Schoenmaker,
Boekelaar-vd Berge & Gebhard, 2017;Sproul et al., 2009; Tolley & Foroushani,
2014). These studies have reported both positive and negative outcomes related to
patient behaviour for each style of peer interaction. There is no evidence available that
has been able to define the optimal format and method of peer support and therefore
further research is required. This will be important to determine the content and
structure of such peer support and to determine the impact of having a previous
patient involved in education provision on the behaviour of new patients. Appropriate
training and resources for the peer support person and the patient would be required to
ensure that the relationship is beneficial and the intervention is sustainable. The
current study found unequivocal support among the burn participants for the
involvement of former patients as a source of information and support and therefore
the incorporation of peer support into burn rehabilitation service provision warrants
this further investigation.
Burn patients consistently reported the desire to be further included in
decision-making related to the features, style and design of their compression
garments to improve the garment fit within their daily lives and activities. Patient
participation in decision-making or shared decision-making in healthcare is thought to
be the missing ingredient in maximising treatment adherence (Elwyn et al., 2010;
O’Donohue & Levensky, 2006). As indicated in the more detailed discussion
presented in Chapter Six, shared decision-making may provide the opportunity for
increased patient participation to improve satisfaction with garment design and
improved patient experiences of service provision. Therapists in this study described
their attempts at designing garments to fit into the everyday lives of patients, however
the need expressed by patients indicates this is not sufficient. Shared decision making
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can provide a structured process for therapist and patient interactions to allow for
increased patient input. In order to facilitate these interactions, therapists may need to
undertake training to develop the skills for shared decision making. With these skills,
therapists would be able to provide tailored garment design to maximise wear by each
individual patient.
As mentioned in 7.2, the findings of this study may also be utilised in the
clinical assessment used by therapists. The issues highlighted by patient participants
in this study prompt clinicians to ask detailed questions to evaluate each patient’s
experience of wearing compression garments and highlight which experiences are
limiting their garment wear based on individual activities, circumstances and
perceptions. Part of this information gathering process may include the clinician
sharing information about what experiences the patient may have, allowing them to
pre-empt possible issues that interfere with garment wear and generate solutions. Such
a personalised approach to clinical assessment and support may lead to the
modification of treatment regimens to better allow patients to continue wearing
garments, or altered scar management approaches that fit within the patient’s unique
life situation.
7.4 Limitations of the Study
The limitations of this research study include the single site nature of the
study, the sample of recruited participants and the single time point of data collection.
This study was conducted at one large metropolitan hospital in Australia. It is
acknowledged that there are potential differences in treatment and service delivery
between burn units nationally and internationally and therefore patient experiences
may differ between burn units. The research findings related to suggested changes to
service provision may not be applicable to all burn services. However, limited
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available information and lack of discussion regarding patient perspective of service
provision in burns literature suggests that the findings may be beneficial to apply to
burns units more broadly.
There was a total of 15 burn patients contributing to the research findings with
ages ranging from 24-61 years. It is recognised that patient demographics including
age and race may influence patient experiences of wearing compression garments.
The age range of participants in this study clearly missed the perceptions of younger
adults who may be more conscious of body image and peer acceptance, and also older
people. All participants were of white Anglo-Saxon background, which is a limitation
given that genetic, cultural and racial factors may influence patient experiences of
wearing compression garments.  Information was not obtained on disease severity (eg
differentiation between scar types) or other comorbidities, and nor were levels of
literacy and education measured. It is possible that differences in these variables
impacted upon the patients’ experiences.
The burn patient sample included in this study does, however, represent a
variety of individual patient perspectives. The demographics features of the sample
demonstrate diversity. The current study interview sample of 11 burn patients
represented 58% of the burn unit admissions (total = 19) for patients with TBSA
burns over 20% for the 12-month data collection timeframe.
Patient experiences may also change at different times throughout their
recovery. This study collected data from individuals at a single time point, and
therefore may have been limited in capturing the potential changes in their experience
of garment wear over time. Results have demonstrated that there is adaptation to
garment wear and therefore it is possible that perceptions and experiences of wear
may be different at varying time points. However, the burn patient sample included in
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this study had been wearing garments from three to seventeen months, which may
have added depth to the experiences reported at different time points. In addition, a
limitation related to the sampling of participants is the potential impact of self-
selection bias as part of the recruitment process. All participants within this study
were willing participants with ongoing involvement with the burn unit and therefore it
is possible that some of the experiences that lead patients to cease garment wear, such
as disassociation, were not captured in the results. Previous research has indicated that
for some burn survivors interventions such as compression garments can lead to
difficulties with completing usual roles and routines including self care (Martin et al.,
2016) which may lead to disassociation. This group of burn patients who experience
difficulties with roles and routines may be more complex than participants in this
study and future research should therefore seek to explore this group’s experience.
Another limitation, however, was that burn patient experiences of ceasing
compression garments at the time of scar maturation when compression garments
were no longer required was not explored. This information could provide further
information to be used in education to prepare patients for ceasing compression
garment wear.
7.5 Implications for Future Research
This study has highlighted the unique experiences associated with wearing
compression garments and the strategies that burn patients use to continue wearing
compression garments. It has raised suggestions for changes to service provision. The
insights gained into the patient perspective of wearing compression garments,
including the benefits and challenges of wearing, can inform both clinicians and
researchers.  With increased awareness of the experience of wearing compression
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garments, clinicians may be able to better tailor compression garment routines to
patients.
In order for the results of this study to be generalized to the wider burn
population, future research will need to include a broader and more diverse participant
sample. For example, studies should include a broader age and racial background of
participants. In particular given the overrepresentation of Aboriginal and Torres Strait
Islander Australians experiencing burns (Burns Registry of Australia and New
Zealand, 2017) future research should investigate the experiences of Indigenous
Australians. In addition, the experiences of patients with complex trauma
backgrounds and or psychiatric diagnoses should be explored to further understand
the challenges of wearing compression garments for this group, which is highly
represented within the burns population (Vetrichevvel et al. 2018).
Another potential outcome of the current study findings is to use the awareness
of what affects compression garment wear to develop a collaborative garment wear
decision-making tool. This tool could be developed with a list of patient centered
questions regarding everyday life activities and routines to highlight potential impacts
on wearing compression garments. Therapists could use this tool as a starting point to
collaborate with patients regarding wearing routines and education regarding
strategies that may assist with ongoing wear. Further research would need to include
the development and evaluation of such a tool.
This research study has highlighted strategies that burn patients use to
overcome challenging experiences of wearing compression garments and to increase
the time that compression garments are worn.  These findings provide important
information to inform the design and testing of potential clinical interventions.
Education approaches may be designed that provide patients with information on not
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only the potential difficulties associated with wear, but also the strategies to combat
these challenges. Such information will be useful to clinicians in order to enhance
education and service provision with future burn injured patients.
Suggestions raised by burn patients were discussed with occupational
therapists to identify feasible modifications to service provision such as increased
education, peer support and shared decision making.  With minimal literature
available within the burn area on the impacts of education, peer support and shared
decision making, these modifications to service provision may improve the patient
experience of wearing compression garments. Further research on potential
modifications is therefore warranted, including the development and evaluation of
different education approaches, peer support programmes and the evaluation of shared
decision-making processes as part of burn therapy interactions. Different education
approaches may include patient and therapist developed multimedia options including
websites, videos and apps. The inclusion of peer support into the burn service may
take a number of different forms, from a support group or matched one on one
sessions to a previous patient acting as an advocate within the burns team for all
patients.  Each one of these options warrants being further explored in relation to
efficacy, efficiency and impact on patients’ ability to continue with compression
garment wear. For therapists to practice shared decision making as part of their daily
practice in a burns unit, further professional development and training may be
required. Further research is likely to be needed to develop this training and
investigate its effectiveness on patient experience and garment wear.
With these potential modifications being developed, implemented and evaluated in
burns units, the experience of wearing compression garments for burns survivors may
improve and allow for enhanced scar management outcomes. These improvements in
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patient outcomes may lessen the burden and impact of burn injuries on patients and
assist with patients moving forward in their lives with minimal burn scar impacts.
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Appendix C : PubMed Search Strategy
#15 Add Search ((((burn[tiab]) OR
"Burns"[Mesh])) AND ((((compliance)
OR adherence) OR patient particip*)
OR patient experience*)) AND
(((((compression bandage[MeSH
Terms]) OR compression garment*) OR
compression therap*) OR pressure
garment*) OR pressure therap*)
19 0:39:44
#14 Add Search ((((compression bandage[MeSH
Terms]) OR compression garment*) OR
compression therap*) OR pressure
garment*) OR pressure therap*
4004 0:38:57
#13 Add Search pressure therap* 1215 0:38:34 #1
5
Ad
d
Search ((((burn[tiab]) OR
"Burns"[Mesh])) AND ((((compliance)
OR adherence) OR patient particip*)
OR patient experience*)) AND
(((((compression bandage[MeSH
Terms]) OR compression garment*) OR
compression therap*) OR pressure
garment*) OR pressure therap*)
19 0:39
:44
#12 Add Search pressure garment* 139 0:38:23 #1
4
Ad
d
Search ((((compression bandage[MeSH
Terms]) OR compression garment*) OR
compression therap*) OR pressure
garment*) OR pressure therap*
4004 0:38
:57
#11 Add Search compression therap* 1103 0:38:10 #1
3
Ad
d
Search pressure therap* 1215 0:38
:34
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#10 Add Search compression garment* 267 0:37:59 #1
2
Ad
d
Search pressure garment* 139 0:38
:23
#9 Add Search compression bandage[MeSH
Terms]
1646 0:37:40 #1
1
Ad
d
Search compression therap* 1103 0:38
:10
#8 Add Search (((compliance) OR adherence)
OR patient particip*) OR patient
experience*
24744
3
0:37:10 #1
0
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d
Search compression garment* 267 0:37
:59
#7 Add Search patient experience* 10724 0:36:53 #9 Ad
d
Search compression bandage[MeSH
Terms]
1646 0:37
:40
#6 Add Search patient particip* 20829 0:36:39 #8 Ad
d
Search (((compliance) OR adherence)
OR patient particip*) OR patient
experience*
2474
43
0:37
:10
#5 Add Search adherence 10737
7
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Search patient experience* 1072
4
0:36
:53
#4 Add Search compliance 13943
2
0:36:02 #6 Ad
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Search patient particip* 2082
9
0:36
:39
#3 Add Search (burn[tiab]) OR "Burns"[Mesh] 59639 0:35:34 #5 Ad
d
Search adherence 1073
77
0:36
:14
#2 Add Search "Burns"[Mesh] 51437 0:35:11 #4 Ad
d
Search compliance 1394
32
0:36
:02
#1 Add Search burn[tiab] #3 Ad
d
Search (burn[tiab]) OR "Burns"[Mesh] 5963
9
0:35
:34
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0:35
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Appendix D – Participant Information Sheet and Consent Form
Factors affecting adherence to compression garments post burn injury
Participant Information Sheet
Title: Factors affecting adherence to compression garments post burn injury
Reference Number: HREC/15/QRBW/152
Project Sponsor: Nil
Coordinating Principal Investigator: Nicole Coghlan,
Principle Investigator Supervisors: Professor Jenny Strong and Dr Jodie Copley
Associate Investigators: Sue Laracy
Location: Royal Brisbane and Women’s Hospital
Part One – What does my participation involve?
1 Introduction
You are invited to take part in a research project, “Factors affecting adherence to compression garments post
burn injury”. This is because you are currently attending the Royal Brisbane and Women’s Hospital Burns
Outpatient Clinic for treatment of a burns injury, and this injury has occurred within the past 24 months. The
research aim is to find out what factors are related to people wearing their compression garments for scar
management post burn injury.
The participant information sheet/consent form tells you about the research project. It explains the
questionnaires and research involved. Knowing what is involved will help you decide if you want to take
part in the research.
Please read this information carefully. Ask questions about anything that you don’t understand or want to
know more about. Before deciding whether or not to take part, you might want to talk about it with a relative
or friend.
Participation in this research is voluntary. If you don’t wish to take part, you don’t have to. You do not have
to answer all questions if you do not want to. You will receive the best possible care whether or not you take
part.
If you decide you want to take part in the research project, you will be asked to sign the consent form. By
signing it you are telling us that you:
Understand what you have read
Consent to take part in the research project
Consent to the tests and research that is described
Consent to use of your personal and health information as described.
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You will be given a copy of this participant information and consent form to keep.
What is the purpose of this research? / Background
The aim of this study is to find out what factors influence your decision to wear compression garments.
This is important, as previous studies have shown that burns patients do not wear their compression garments
to the full extent of occupational therapist recommendations. Compression garments are considered a main
part of scar management and wearing these has been linked to improved scarring outcomes. By being able to
accurately identify the factors that are affecting the wear of compression garments, we hope to put in place
better treatment plans, which may increase how much people wear their compression garments and in turn
improve scar outcomes.
In addition to furthering research knowledge, the result of this research will also be used by principal
researcher Miss Nicole Coghlan as part of a Masters of Philosophy degree through The University of
Queensland.
What does participation in this research involve? / Research Protocol
Your participation in this study will not commence unless you have fully reviewed the study information
sheet and signed the consent form.
All individuals attending the outpatient clinic of the RBWH Burns Unit, presenting within 2 years of injury
and wearing compression garments provided by the Occupational Therapy Department, may be invited to
participate in the study. The treating therapist will approach you to check that you are willing to participate.
You may be asked to participate if you are over 18 years of age, speak English fluently and are able to
provide informed consent. All of this information will be indicated through your medical record and
confirmed by your treating team.
Your decision to take part will in no way influence your treatment.
You will be given this information sheet detailing all aspects of the study and a consent form which, if you
decide to take part, you will be asked to fill out and return to the research team.
If you consent to participate, you will be invited to complete two questionnaires during a once off interview
with a trained occupational therapist. This interview will be recorded so that it may later be typed up and
analysed.  The interview will contain questions regarding aspects of wearing compression garments. The
questionnaires you will be asked to complete are the Medical Outcomes Survey General Adherence Items
and the Burns Disability Index.  The interview will occur within standard working hours at a time convenient
for you, perhaps during a clinic appointment, and is estimated to take one hour. The interview will take place
at the hospital.
You will be invited to review the typed record of the interview to confirm that it accurately records what you
said. At this time, you will be able to make changes or clarify the information.
Additional relevant information regarding your burn injury plus basic information like your gender, age and
contact details will be obtained from your medical record. Access to personal medical records will only
occur after you have given informed consent.
There are no costs associated with participating in this research project, nor will you be paid.
What do I have to do?
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To participate in this study you do not need to change anything about your current treatment including
garment wearing or your regular lifestyle, diet or medications.
As part of the study you will complete an interview plus two questionnaires lasting approximately one hour.
Other relevant information about the research project
The project will take place at The Royal Brisbane and Women’s Hospital. We aim to collect data from 30
participants.
Do I have to take part in this research project?
Participation in any research project is voluntary. If you do not wish to take part, you do not have to and can
say no. If you decide to take part and later change your mind, you are free to withdraw from the project at
any time.
Your decision to participate will not affect your routine treatment, your relationship with those treating you
or your relationship with the Royal Brisbane and Women’s Hospital.
What are the possible benefits of taking part?
We cannot guarantee or promise that you will receive any direct benefits from this research. However,
possible benefits may include more accurate identification of factors affecting adherence to compression
garments, which may increase supports in regards to compression garment wear.
What are the possible risks and disadvantages?
Participation in this research project is voluntary and can be declined without penalty of any kind. You can
withdraw from this project at any time. We do not predict any risks, discomforts or inconveniences
associated with participating in this research project. Should you choose not to participate in this project, this
will not affect any of your ongoing treatment.
Can I have other treatments during this research project?
Participation in this research project will not affect any other treatments included in your standard care.
What if I withdraw from this research project?
If you decide to withdraw from this research project, please notify the research coordinator. If you do
withdraw your consent during the research project, the researcher will not collect additional personal
information from you. Upon request all research data that we have related to you will be destroyed. This
does not include the data that every patient has collected as part of their normal treatment.
Could this research project be stopped unexpectedly?
It is not expected that the research project will be terminated during your participation, but this may occur.
What happens when the research project ends?
When the research project finishes, there will be no change to your standard care. It is intended that the
results of this study will be published in journals and presented at conferences but no identifying information
about you will be included.
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Part Two – How is the research project being conducted?
What will happen to information about me?
By signing the consent form, you consent to the research staff collecting and using personal information
about you for this research project, such as burn injury information, age and gender. However, this
information will be kept confidential and only used by the research team.
Confidentially
We will establish a database to store your information. This will be kept on a secure and confidential
computer server, which only the research staff can access. Your questionnaire information will be kept in re-
identifiable format.
Your information will be used for the purpose of this research project and for potential related or future
research. It will only be disclosed with your permission, except as required by law. Your data will be kept for
15 years according to Queensland Health policy, or 5 years after publication, whichever is later.
Information about you may be obtained from your health records held at this and other health services for the
purpose of this research. By signing the consent form you agree to the research team accessing health records
if they are relevant to your participation in this research project.
Your health records and any information obtained during the research project are subject to inspection for the
purpose of verifying the procedures and the data. This review may be done by the relevant institutions
including the Royal Brisbane and Women’s Hospital, Department of Health, or as required by law. By
signing the consent form, you authorize release of, or access to, this confidential information to the relevant
research personnel as noted above.
It is anticipated that the results of this research project will be published and/or presented in a variety of
forums. In any publication or presentation, information will be provided in such a way that you cannot be
identified, except with your permission. Your information will not be individually identifiable.
Information about your participation in this research project may be recorded in your health records.
In accordance with relevant Australian and/or Queensland privacy and other relevant laws, you have the
right to request access to the information collected and stored by the research team about you. Please contact
the research principal investigator if you would like to access your information.
Complaints and compensation
As stated, this research only involves the collection and collation of data. We cannot foresee any situations
that will lead to an injury. However if you do suffer an injury as a result of participating in this research
project, you will be assisted with arranging appropriate medical treatment.  If you are eligible for Medicare,
you can receive any medical treatment required to treat the injury or complication, free of charge, as a public
patient in any Australian public hospital.
Who is organizing and funding the research?
The research project is being conducted by Ms Nicole Coghlan (RBWH), Professor Jenny Strong, Dr Jodie
Copley (The University of Queensland) and Ms Sue Laracy (RBWH).
No member of the research team will receive a personal financial benefit from your involvement in this
research project (other than ordinary wages).
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Who has reviewed the research project?
All research in Australia involving humans is reviewed by an independent group of people called a Human
Research Ethics Committee (HREC).
RBWH and The University of Queensland conduct research in accordance with the National Statement on
Ethical Conduct in Human research (2010). This statement has been developed to protect the interests of
people who agree to participate in human research studies. If participants have any concerns or complaints
about the ethical conduct of the research project they should contact one of the two people listed below under
the complaints section.
Further information and who to contact
The person you need to contact will depend on the nature of your query.
Clinical contact person
Name Nicole Coghlan
Position Cramond Fellow, Occupational Therapist, RBWH
Telephone 07 3646 8111
Email Nicole.coghlan@health.qld.gov.au
Name Jenny Strong
Position Professor Occupational Therapy, University of Queensland
Telephone 07 3365 2096
Email j.strong@uq.edu.au
Complaints and Ethics Enquiries
"This study adheres to the Guidelines of the ethical review process of The University of Queensland and the
National Statement on Ethical Conduct in Human Research. Whilst you are free to discuss your participation
in this study with project staff (contactable on as per details above) , if you would like to speak to an officer
of the University not involved in the study, you may contact the Ethics Coordinator on 3365 3924.”
Furthermore in relation to matters concerning policies, information about the conduct of the study or your
rights as a participant, or should you wish to make an independent complaint, you can contact the Co-
coordinator or Chairperson connected with the RBWH.
Name Coordinator or Chairperson
Position Human Research Ethics Committee, Royal Brisbane and Women’s
Hospital
Telephone 07 3646 5490
Email RBWH-Ethics@health.qld.gov.au
Thank you for your interest in this research project.
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Factors affecting adherence to compression garments post burn injury
Consent Form
Title: Factors affecting adherence to compression garment post burn injury
Short Title:
Protocol Number:
Project Sponsor: Nil
Coordinating Principal Investigator/Principal Investigator: Nicole Coghlan,
Principle Investigator Supervisors: Professor Jenny Strong and Dr Jodie Copley
Associate Investigators: Sue Laracy
Location: Royal Brisbane and Women’s Hospital
Declaration by Participant
I have read the Participant Information Sheet or someone has read it to me in a language that I
understand.
I understand the purpose, procedures and risks of the research described in the project including
audio recordings of interviews.
I have had an opportunity to ask questions and I am satisfied with the answers I have received
I freely agree to participate in this research project as described and understand that I am free to
withdraw at any time during the project without affecting future health care
I understand that this is a research project and not a separate treatment program, and my
involvement may not be of any direct benefit to me.
I freely agree to participate in this research project as described and understand that I am free to
withdraw at any time during the project without affecting my future health care.
I understand that I will be given a signed copy of this document to keep
Name of Participant (please
Signature Date
Declaration by Senior Researcher†
I have given a verbal explanation of the research project, its procedures and risks and I believe that
the participant has understood that explanation.
 Name of Study Doctor/
Senior Researcher† (please
print)
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 Signature Date
Note: All parties must date their own signatures
Thank you for your interest in this research project
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Appendix E – Figure 2.0: Flow diagram representing participant recruitment
Burns outpatient clinic – treating occupational therapist review.
Eligibility to participate briefly reviewed by treating occupational
therapist.
The treating therapist asked potential participants if they were
willing to participate in this research study
Treating therapist contacted principal investigator to review
potential participant
Review of eligibility to participant according to
inclusion/exclusion criteria completed by principal investigator
Discussion with patient and provision of patient information
sheet and consent form
Informed consent gained
If time was available the
interview completed after
the finish of outpatient clinic
If it was not appropriate to
conduct the interview during
the clinic, the principle
investigator scheduled
another time. Interviews
were scheduled to coincide
with other appointments at
RBWH.
177
Appendix F –Table 2.0: Demographic details of burn patient participant sample
Name Gender Ag
e
Race Marital
Status
Employment
Status
Injury
Mechani
sm
Total
Body
Surface
Area
(TBSA)%
Time post
injury at time
of interview
Time using
compression
garments at time
of interview
Number of
compression
garments worn
SEMI-STRUCTURED INTERVIEW PARITIPANTS
Lucy Female 56 Caucasian Single Unemployed Flame 42 6.5 months 5 months 5
Chloe Female 24 Caucasian DeFacto Student Flame 32 15 months 13 months 6
Daniel Male 41 Caucasian Married Trade Flame 90 6 months 3 months 6
Grace Female 50 Caucasian Married Unemployed Flame 20 5 months 4 months 5
Lainey Female 35 Caucasian DeFacto Trade Electrical 20 19 months 17 months 4
Tyler Male 25 Caucasian DeFacto Trade Flame 54 6.5 months 5.5 months 5
Sarah Female 43 Caucasian Married Professional Flame 29 4 months 3 months 7
Dale Male 61 Caucasian Married Trade Flame 35 17 months 14 months 4
Aaron Male 30 Caucasian DeFacto Professional Flame 54 18 months 16 months 6
Barry Male 36 Caucasian DeFacto Trade Flame 70 4 months 3 months 4
Courtne
y
Female 40 Caucasian Married Professional Flame 20 7 months 5 months 4
FOCUS GROUP PARTICPANTS
Name Gender Ag
e
Race Marital
Status
Employment
Status
Injury
Mechani
sm
Total
Body
Surface
Area
(TBSA)%
Time post
injury at time
of focus
group
Time using
compression
garments at time
of focus group
Number of
compression
garments worn
Dylan Male 58 Caucasian Married Professional Flame 33 9 7 5
May Female 30 Caucasian Single Trade Friction 14 3 1 3
Camero
n
Male 29 Caucasian DeFacto Trade Flame 20 14 11 3
Robert Male 24 Caucasian Single Trade Contact 49 4 1 5
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Appendix G
Factors	affecting	adherence	to	compression	garments	post	burn	injury	Semi-Structured	Interview	Protocol	
	Thank	you	very	much	for	seeing	me	today.	This	interview	is	help	us	understand	what	it	is	like	to	be	wearing	compression	garments.	You	are	the	expert	in	this.	We	are	very	keen	to	hear	about	all	aspects	of	wearing	compression	from	your	point	of	view.	Please	feel	free	to	discuss	other	aspects	of	your	rehab,	but	for	this	research	project	we	are	mainly	focused	on	the	compression	garment	so	I	might	ask	some	very	specific	questions	about	that.		
	Name:			DOB:	
GARMENT		Firstly	can	you	please	tell	me	which	garments	you	have	worn	and	for	how	long?	Prompts:		What	type	of	garments	do	you	wear?	/	How	long	have	you	been	wearing	them?		
	
Let’s	just	think	about	your	burn	injury	and	how	it	feels	like..	
	What	sensations	or	feelings,	do	you	feel	from	your	burn?		
	 Prompts:	Pain,	Itch,	Changes	in	sensation,	Changes	in	your	skin	
	
		Do	any	of	these	sensations	or	feelings	feel	BETTER	when	you	are	wearing	your	compression	garments?		
	Do	any	of	these	sensations	or	feelings	feel	WORSE	when	you	are	wearing	your	compression	garments?		
	
Now	let’s	talk	about	your	compression	garments…		
	What	sensations	or	feelings,	do	you	feel	when	you	are	wearing	your	compression	garments?		Prompt:	Pain,	Itch,	Altered	sensation,	Heat,	Sweat		Have	you	ever	noticed	any	problems	from	wearing	your	compression	garments?		
	 Prompt:		Like	rubbing,	or	skin	sores	
	What	do	you	do	when	you	these	problems	occur?	
Let’s talk about how much you wear your garments
Metro North
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On	an	average	day,	much	you	would	wear	your	garment?		What	is	it	like	to	put	them	on	and	take	them	off?	Is	help	required?		
	
Daily	Activities		Thinking	about	some	of	the	activities	that	you	do	during	the	day	–	what	is	it	like	to	do	these	activities	when	wearing	your	garments?		
	 Like	your	personal	care	activities	–	showering,	toileting,	dressing		
	 Things	you	might	do	around	the	home	–	chores,	washing,		
	 Things	you	might	do	out	of	the	house	–	work,	hobbies,	shopping	
	Do	you	ever	need	to	take	your	garments	off	when	doing	these	activities?		
	Aside	from	these	activities,	are	there	any	other	times	circumstances	in	which	you	remove	your	garment?		
	 Prompt:	Weather,	itch,	pain,	skin	breakdown	/	people	present	/	emotion		
	Is	there	ever	a	time	when	you	don’t	put	on	your	garment?		Why?	
	
What	are	your	thoughts	about	how	your	compression	garment/s	look?		
	What	do	you	think	about	the	look	and	colour	of	your	compression	garment?		
	Do	you	feel	different	about	the	look	of	some	garments	compared	to	others?		
	 Prompt:	For	example	your	facemask	or	gloves	(if	relevant)		
	Do	you	feel	that	the	colour	or	look	of	your	compression	garment/s	affects	how	much	you	wear	your	garment?		
What	do	you	think	about	wearing	your	compression	garment	out	in	public?		
	What’s	your	experience	of	other	people’s	reaction	to	your	compression	garments?		
	How	do	you	feel	about	that?		
	Do	you	ever	remove	your	garments	before	you	go	out	in	public?		
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	Do	you	feel	different	about	wearing	some	of	your	garments	in	public	compared	to	others?		
	 Prompt:	For	example	your	facemask		
	
	
What	about	the	process	of	being	fitted	with	the	garment...	What	was	that	like?		
	Can	you	describe	what	it	felt	like	the	first	time	you	had	the	garment	on?		
	How	did	the	fitting	go?	Did	your	garment	need	to	be	changed	after	the	first	fitting?		
	From	your	initial	fitting	to	getting	a	garment	that	fits	you	well,	what	was	the	process	like	for	you?		
	Is	there	any	part	of	your	compression	garment	that	has	changed	over	time	with	wear?	If	so	in	what	way?		 Prompt	–	Stretching,	holes,	loss	of	firm	feel		
	What	do	you	think	about	the	number	of	compression	garments	that	you	were	given?		
	
What was it like accessing the burns clinic?
Could you access the clinic as often as you wanted?
And what was it like working with your occupational therapist – the one who gave you the
garments?
What	type	of	information,	were	you	given	about	your	compression	garments?		Prompts:	Verbal	/	Written		
	What	do	you	think	about	the	information	that	you	were	provided	about	your	compression	garments?		
	 Do	you	think	it	was	enough?		
	What	is	your	understanding	on	why	you	are	wearing	compression	garments?	
	What	have	you	learnt	from	other	sources,	either	other	people	or	trial	and	error,	that	you	have	found	helpful?		
	What	other	information	would	have	made	it	easier?		
How	effective	do	you	think	your	garment/s	have	been?	Prompts:	What	changes	have	you	noticed	in	your	scar?		Do	you	feel	that	your	garments	are	helping	with	you	scar?		
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Improvements	in	colour,	reduced	height,	reduced	hardness,	pain,	movement?	
	
	
	
When	you	think	about	the	times	that	you	take	your	compression	garments	off,	is	there	one	
main	reason	or	multiple	reasons?		
	
	What	would	your	advice	be	to	others	wearing	compression	garments?	
	
	Any	further	comments?		
	
